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TRANSACTIONS 

OF    THE 

SECOND    ANNUAL    MEETING 

OF    THE 

AMERICAN  LARYNGOLOGICAL,   RHINOLOGICAL,  AND 
OTOLOGICAL    SOCIETY, 

HELD  AT  NEW  YORK,  APRIL  1 7,  1 896. 


ADDRESS    OF    THE    PRESIDENT. 


EDWARD   B.    DEXCH,    PH.B.,    M.  D. , 
President  of  the  Society. 


Gentlemen:  At  our  first  general  meeting  a  few  words  may 
not  be  out  of  place  in  regard  to  the  work  which  we  have  under- 
taken, and  the  reasons  which  actuated  us  to  organize  a  new  Society. 
While  some  may  quite  reasonably  question  the  advisability  of  at- 
tempting to  excuse  our  existence,  it  has  seemed  proper  to  your 
presiding  officer  to  explain,  in  this  opening  address,  the  needs  for 
a  Society  like  ours,  as  well  as  to  allay  forever,  a  feeling  which  has 
developed,  of  a  possible  antagonism  between  it  and  special  socie- 
ties already  existing. 

In  the  early  days  of  medicine,  each  follower  of  our  profession 
was  supposed  to  cover  the  entire  field  of  medical  knowledge.  The 
extraction  of  a  cataract  at  one  end  of  the  block  and  the  amputa- 
tion of  a  great  toe  at  the  other  was  an  every-day  occurrence.  Each 
was  supposed  to  be  performed  with  equal  facility,  and  usually 
the  result  was  equally  unsatisfactory  in  both  cases. 

It  soon  became  evident  that  it  was  beyond  the  power  of  mor- 
tal man  to  be  equally  expert  in  both  medicine  and  surgery.  The 
profession  gradually  became  divided,  quite  naturally,  into  those 
giving  their  attention  particularly  to  medicine,  and  those  devoting 
their  time  to  surgical  diseases. 

As  medical  science  became  more  developed,  and  as  the  facili- 
ties for  research  increased,  both  medicine  and  surgery  were  divided 
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into  many  special  fields.  This  was  particularly  true  of  surgery, 
which  was  soon  broken  up  into  as  many  specialties  as  there  were 
organs  in  the  body.  In  other  words,  the  tendency  to  specialism 
was  threatening  to  degrade  our  noble  profession,  and  to  put  the 
followers  of  our  art  in  a  position  much  less  enviable  than  that 
of  skilled  artisans. 

Coming  now  to  those  branches  of  special  surgery  which  this 
Society  represents,  namely.  Otology,  Rhinology,  and  Laryngology, 
it  seems  that  there  is  every  reason  why  surgeons  who  are  engaged 
in  the  practice  of  these  specialties  should  meet  from  time  to  time 
to  become  familiar  with  the  work  of  their  colleagues.  It  is  not 
to  be  supposed  that  everyone  claims  or  even  hopes  to  be  equally 
proficient  in  each  of  these  special  branches.  Herein,  I  think,  lies 
one  of  the  chief  advantages  of  our  Society.  Anyone  devoting 
himself  to  one  particular  line  of  investigation,  and  whose  practice 
and  daily  work  is  limited  to  one  particular  routine  will  necessaril)' 
become  more  and  more  narrow  in  his  views  each  year.  No  matter 
how  carefully  he  may  attempt  to  avoid  this,  either  by  general 
reading  or  by  continuing  in  general  practice,  it  will  be  impossible 
for  him  to  recognize  that  the  human  body  possesses  more  than  the 
one  special  organ  in  which  he  is  interested.  The  Otologist  will 
attribute  every  obscure  reflex  disturbance  to  the  ear,  while  the 
Laryngologist  will  insist  with  equal  vehemence  that  the  larynx  is 
responsible  for  the  manifestation.  The  truth  of  this  statement  is 
borne  out  by  almost  daily  experience. 

The  necessity  of  a  thorough  knowlege  of  general  medicine  be- 
fore entering  special  practice  must  be  evident  to  all.  It  is  a  com- 
mon occurrence  to  hear  medical  students  remark,  before  the  com- 
pletion of  their  college  course,  that  it  is  their  intention  to  devote 
themselves  to  this  or  that  specialty.  They  entirely  forget  the 
fact  that  the  specialty  must  choose  the  man,  and  not  the  man  the 
specialty.  In  many  instances,  unfortunately,  this  choice  is  made 
not  from  a  desire  to  follow  a  particular  line  of  scientific  thought, 
but  because  there  seems  to  be  an  opening  for  the  practice  of  some 
special  branch  of  medicine  in  a  given  section  of  the  countr5^  It 
is  a  deplorable  fact,  also,  that  the  mania  for  special  work  very 
frequently  selects  for  its  victims  those  who,  after  a  few  years  of 
general  medical  practice,  have  become  dissatisfied  with  their  lot. 
Finding  that  they  cannot  succeed,  even  to  a  moderate  degree,  in  a 
vocation  to  which  they  have,  from  necessity,  devoted  a  certain 
amount  of  preparatory  work,  they  imagine  that,  having  once  ob- 
tained a  medical  degree,  the  practice  of  a  special  branch  of  medi- 
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cine  consists  simply  in  declaring  themselves  experts.  If  they  have 
had  no  experience  whatever,  they  occasionally  fortify  themselves 
by  a  short  course  of  study  in  one  of  our  larger  cities,  and  seem  to 
be  at  a  loss  to  understand  why  they  cannot  master  in  a  few  months 
what  others  have  learned  only  after  years  of  arduous  toil. 

If  specialism  is  to  succeed,  therefore,  and  if  it  is  to  be  con- 
sidered an  evidence  that  the  medical  profession  is  gradually  be- 
coming elevated  to  a  higher  plane,  the  urgent  need  for  a  Society 
like  our  own  is  apparent. 

Such  a  Society  must  number  among  its  members  men  from  all 
parts  of  the  country.  It  must  be  broad  enough  to  admit  all  whose 
work  merits  recognition,  and  must  be  entirely  free  from  those 
influences  which  tend  to  make  organizations  sectional  in  character. 
The  North  and  South,  the  East  and  West  must  have  equal  rights 
as  regards  eligibility  to  our  ranks.  The  term  "  American  "  must 
be  taken  in  its  broadest  sense,  and  must  signify  our  ardent  desire 
for  the  cooperation  of  those  from  the  provinces  on  our  North  and 
from  our  sister  republics  in  the  far  South. 

In  such  an  organization  it  will  not  be  difficult  to  separate  the 
wheat  from  the  chaff — to  recognize  those  who  have  undertaken 
their  work  because  of  their  attainments  and  their  interest  in  some 
special  line,  as  well  as  those  who,  having  failed  in  other  direc- 
tions, are  willing  and  anxious  to  add  to  their  list  of  failures. 
Work,  and  work  alone,  must  be  the  sole  requirement  for  admission 
to  our  Society. 

It  is  also  important  that  our  Society  should  be  large  enough 
and  broad  enough  to  include  every  medical  man  whose  scientific 
work  merits  attention.  Our  organization"  cannot  in  any  way  be 
antagonistic  to  the  National  Societies  of  a  more  special  character 
already  in  existence,  nor  can  it  in  the  least  detract  from  the  value 
of  these  scientific  bodies.  On  the  contrary,  it  affords  such  organ- 
izations as  the  American  Laryngological  Association  and  the 
American  Otological  Society  an  opportunity  of  increasing  their 
usefulness,  and  of  adding  to  their  numbers  those  who,  by  their 
scientific  attainments,  have  shown  themselves  worthy  of  recog- 
nition. 

With  these  few  remarks,  gentlemen,  I  have  the  pleasure  of  wel- 
coming you  to  New  York  City  on  this  occasion,  and  I  feel  that  our 
first  meeting  will  be  so  successful,  that  at  its  close  there  will  be  no 
question  as  to  the  desirability  of  our  having  organized  this  Asso- 
ciation. 

The  program  before  us  is  of   unusual  interest,  and  we  have 
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reason  to  congratulate  ourselves  upon  the  success  attending  our 
first  effort. 

While  you  are  with  us  it  will  be  our  endeavor  to  afford  you 
every  facility  to  visit  the  various  institutions  devoted  to  medical 
instruction,  as  well  as  our  different  hospitals.  Many  members,  we 
trust,  will  remain  with  us  after  our  session  is  over,  in  order  to 
avail  themselves  of  this  opportunity  at  their  leisure.  I  shall  take 
great  pleasure  in  having  as  many  of  you  as  are  able  visit  the  hos- 
pital with  which  I  have  the  honor  to  be  connected,  namely,  the 
New  York  Eye  and  Ear  Infirmary.  Our  Secretary  informs  me 
also,  that  he  has  letters  of  invitation  to  our  members,  from  various 
other  institutions. 

With  these  remarks,  gentlemen,  I  again  welcome  you  to  New 
York  Citv. 


ON  THE  VALUE  OF  THE  OPHTHALMOSCOPE  AS  AN 
AID  TO  THE  DIAGNOSIS  OF  CEREBRAL  DISEASE 
IN  PURULENT  AFFECTIONS  OF  THE  MIDDLE  EAR. 


BY    THOMAS    R.     POOLEY,   M.D. 


The  purpose  of  this  paper  is  briefly  to  consider  the  value  of 
the  ophthalmoscope  as  an  aid  in  the  diagnosis  of  those  cerebral 
complications  which  occur  in  purulent  affections  of  the  middle  ear. 
It  has  been  thought  by  the  writer  that  to  discuss  this  subject  in 
such  a  Society  as  this,  largely  made  up  of  those  who  have  not  made 
use  of  the  ophthalmoscope  in  their  researches,  might  be  of  some 
service  in  calling  their  attention  to  an  additional  factor  in  deter- 
mining whether  cerebral  implications  may  be  present,  and  induce 
those  who  do  not  use  this  instrument  to  add  a  knowledge  of  its 
use  to  their  accomplishments  or  refer  their  patients  to  an  oculist 
for  examination. 

It  is  only  within  recent  years  that  the  importance  of  examin- 
ing the  fundus  oculi  in  cerebral  affections  has  attracted  attention. 
Dr.  Kipp  of  Newark  was  the  first  to  call  attention  to  the  value 
and  importance  of  such  examination  in  the  class  of  cases  we  are 
considering,  and  probably  deserves,  as  Dr.  Knapp  says,  the  pri- 
ority, although  it  would  appear  that  several  publications  ap- 
peared  about  the  same  time;  that  of  Albutt*  was  the  first,   in 

*  Albutt :  "  On  the  Use  o(  the  Ophthalmoscope,"  1871,  pp.  322-3*4.     Appendix. 
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which  he  reported  two  cases  of  otitis  media  purulenta  with  optic 
neuritis,  in  which  recovery  took  place.  Dr.  Kipp's*  paper  was 
pubHshed  some  time  after,  in  which  he  reported  two  cases  of 
optic  neuritis,  in  otitis  media  purulenta,  in  which  recovery  took 
place.  Following  these  papers,  Zaufallf  also  recorded  the  case 
of  a  student,  aged  sixteen,  with  purulent  otitis  media  and  optic 
neuritis,  which  latter  condition  was  observed  to  recede  rapidly 
after  the  mastoid  was  opened,  and  the  patient  made  a  good  re- 
covery. Since  these  cases,  which  are  cited  only  to  bring  out  the 
names  of  those  to  whom  belongs  the  credit  of  first  calling  the  at- 
tention of  the  profession  to  them,  many  others  have  been  pub- 
lished and  the  value  of  their  observations  thus  confirmed.  It  is 
not  my  intention,  however,  even  to  attempt  an  enumeration  of 
the  papers  which  have  been  published  on  this  subject,  or  of  the 
cases  of  otitis  media  purulenta  and  its  complications,  in  which 
optic  neuritis  has  been  observed.  It  will  suffice  for  my  purpose 
to  enumerate  some  of  them  and  to  report  a  single  case  of  my 
own. 

In  1883,  Dr.  J.  A.  Andrews  read  a  most  interesting  paper  on 
this  subject  before  the  American  Otological  Society,  which,  like 
all  other  communcations  from  his  pen,  deals  with  the  subject  in 
the  most  comprehensive  and  masterly  qianner.  He  reports  four 
cases,  and,  as  they  embrace  all  that  is  essential  in  the  observa- 
tions of  those  who  wrote  before,  I  will  briefly  refer  to  three  of 
them. 

Case  I. — Otitis  media  purulenta  chronica,  abscess  of  middle 
lobe  of  cerebrum.  Death.  This  patient,  aged  twenty-four,  had 
had  otorrhea  on  both  sides  since  an  attack  of  scarlet  fever  when 
twelve  years  old.  Ten  years  thereafter  pain  developed  suddenly 
in  the  right  ear  and  corresponding  side  of  the  head.  During  the 
night  he  vomited.  Next  day  vomiting  continued  and  he  was 
dizzy.  His  physician's  attention  was  attracted  to  the  right  eye, 
because  of  pain  referred  to  it.  Temperature,  103°  F. ;  pulse, 
130;  respiration,  30.  When  seen  by  Andrews  three  days  later, 
he  was  conscious  and  talked  intelligently.  Right  ear,  hearing 
for  watch  and  voice  very  much  impaired,  slight  purulent  dis- 
charge, small  perforation  in  antero-inferior  part  of  membrana 
tympani,  swelling  of  wall  of  auditory  canal;  left  ear,  no  active 
disease.      Double  optic  neuritis.      Right  eye,  counts  fingers  at  6'; 

*  Archives  of  Ophth.  and  Otolog.,  vol.  vii,  p.  148. 
t  Wiener  Medical  Press,  i88i,  No.  46,  p.  1452. 
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left  eye,  vision,  -|-g.  The  patient  died  four  days  later  in  coma. 
No  paralysis,  no  convulsions.  At  the  autopsy  an  encapsulated 
abscess  of  the  middle  lobe  of  the  cerebrum  was  found,  extending 
from  the  tympanic  portion  of  the  Glaserian  fissure  outward  into 
the  external  auditory  canal  for  four  millimeters,  but  not  involving 
the  ossicles.  The  bone  was  ulcerated.  The  communication  with 
the  brain  was  made  at  this  point  through  a  small  fissure  in  the 
center  of  the  ulcerated  bone.  The  dura  over  the  diseased  bone 
was  also  ulcerated  and  separated  from  the  same  by  foul  pus.  The 
pia  was  congested.  The  middle  and  anterior  fossa  contained 
pus.  The  brain  was  normal  in  consistence.  The  sinuses  and 
inner  ear  were  normal.  These  conditions  refer  to  the  right  side 
of  the  brain;  the  left  was  normal. 

Case  II  — Chronic  purulent  otitis  media,  optic  neuritis, 
phlebitis  of  the  right  lateral  sinus,  meningitis  of  the  convexity. 
Death.  The  patient,  aged  forty-two,  had  had  otorrhea  for  eight 
years,  which  had  not  been  treated.  Three  years  ago  there  seems 
to  have  been  an  acute  exacerbation  and  he  was  treated  for  inflam- 
mation of  the  brain,  but  his  ears  received  no  attention.  He  said 
he  had  enjoyed  good  health  since,  but  he  had  had,  since  the  at- 
tack referred  to,  slight  headaches.  When  seen  by  Andrews  he 
had  been  confined  to  the  h'ouse  for  two  weeks,  was  very  irritable, 
and  had  severe  pains  in  the  head,  sometimes  diffused,  at  times 
referred  to  the  right  side.  There  had  been  no  paralysis  nor  con- 
vulsions, but  he  had  vomited  during  the  first  week  of  his  present 
attack.  For  the  first  two  days  of  attack  he  had  illusions  and  de- 
lirium. Temperature  had  not  been  above  100.5°  F.  On  the  oc- 
casion of  Andrews'  first  visit  there  was  severe  diffuse  pain  in  the 
head,  purulent  discharge  from  the  right  ear,  removal  of  which 
showed  the  bottom  of  the  canal  filled  with  granulation  tissue. 
Right  optic  neuritis;  left  disk  hazy;  veins  large  and  dark  colored 
but  not  tortuous.  Right  vision,  |^;  left  vision,  |-g.  There  was 
intensely  sensitive  induration  extending  in  the  course  of  the  right 
jugular.  He  was  under  Andrews'  care  five  days.  The  third  day 
the  right  mastoid  was  opened  with  temporary  relief,  but  he  died 
on  the  fifth  day  in  coma  under  the  usual  symptoms  of  sinus 
thrombosis.  At  the  autopsy  phlebitis  of  the  right  superior  pet- 
rosal and  lateral  sinus  was  found.  The  right  internal  jugular 
contained  a  disintegrated  thrombus.  The  dura  covering  the 
tegmen  tympani  and  adjacent  bone  was  congested  and  showed 
points    of    hemorrhage.      There   was   purulent    meningitis  of  the 
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convexity  of  the  cerebral  hemisphere  and  the  upper  surface  of  the 
cerebellum,  most  abundant  on  the  right  side. 

Case  III. — Otitis  media  purulenta  chronica,  meningitis,  optic 
neuritis.  Recovery.  Patient,  aged  nineteen,  had  otorrhea  of 
left  side  for  eighteen  months.  The  discharge  was  profuse  until 
about  one  week  before  he  was  seen  by  Andrews,  when  it  became 
scanty.  He  came  under  his  care  six  days  after  threatening  symp- 
toms began.  The  left  ear  contained  a  large  polypus  springing 
from  the  superior  surface  of  auditory  canal  at  the  junction  of  its 
bony  and  cartilaginous  part.  Removal  of  the  polypus  showed 
the  bone  beneath  exposed  and  rough.  There  were  also  two 
polypi  springing  from  the  tympanic  cavity,  which  revealed  pulsa- 
tion at  the  bottom  of  the  canal.  After  repeated  efforts  air  was 
blown  in  the  membrane  corresponding  to  the  point  where  pulsa- 
tion was  noted,  but  there  was  a  perforation  which  could  not  be 
seen  owing  to  swelling  in  the  canal.  The  left  membrana  tympani 
was  incised,  the  mastoid  red  and  painful.  Severe  headache  was 
general,  but  at  times  more  severe  on  the  left  side  and  in  the  fore- 
head. Temperature,  loi'  F. ;  pulse,  85.  The  patient  was  rest- 
less and  vomited.  Left  eye,  marked  optic  neuritis;  right  eye, 
retinal  veins  enlarged,  disk  very  red  but  not  edematous.  There 
was  no  other  change  in  the  fundus.  Incision  over  the  mastoid 
showed  the  bone  inflamed  but  firm. 

Thirty-six  hours  later  the  mastoid  was  opened  by  trephine. 
A  small  amount  of  blood  and  a  trace  of  pus  escaped.  The  cor- 
tical plate  was  thick;  free  communication  between  the  opening 
in  the  mastoid  and  auditory  was  established  and  there  was  imme- 
diate improvement.  There  was  from  this  time  on  a  continuous 
improvement,  loss  of  pain,  lowering  of  temperature,  and  free  dis- 
charge from  the  mastoid.  The  eyes  were  not  examined  the  day 
following  the  operation,  but  on  the  morning  of  the  fourth  day 
thereafter.  The  left  disk  was  less  edematous,  the  veins  were  not 
so  full  or  dark  looking,  but  the  improvement  was  not  striking. 
The  patient  was  under  Dr.  Andrews'  care  for  about  two  and  one- 
half  months.  At  the  expiration  of  this  time  the  left  optic  disk 
was  hyperemic,  and  the  veins  were  much  smaller  than  when  last 
examined,  about  two  weeks  previous.  The  opening  in  the  mas- 
toid was  closed,  but  there  was  still  discharge  from  the  ear;  the 
right  nerve  was  somewhat  obscured. 

Three  months  later  the  patient  returned.  The  discharge  had 
ceased.     The    left   disk  appeared    to    be    normal    and  the  right 


8     American  Laryngological,  Rhinological,  and  Otological  Society. 

slightly  hyperemic.      Right  vision,  f|;  leftvision,  |-§ ;  right  vision 
field  normal,  left  vision  field  contracted. 

The  patient  was  seen  again  one  year  after  the  attack.  There 
was  no  abnormal  change  in  either  fundus,  but  the  visual  field  of 
the  left  eye,  therefore  on  the  same  side  as  the  affected  ear,  was 
slightly  contracted. 

In  this  case  the  diagnosis  of  cerebral  complication  was  be- 
lieved to  have  been  confirmed  by  the  ophthalmoscopic  examina- 
tion. 

Before  reporting  my  own  case  I  wish  briefly  to  report  one 
published  by  Dr.  C.  J.  Kipp*  of  Newark,  because  of  its  great  in- 
terest as  demonstrating  the  value  of  repeated  examinations  of  the 
eye  with  the  ophthalmoscope  in  cases  of  otitis  media  purulenta, 
and  also  because  it  is  one  of  the  earliest  development  of  optic 
neuritis  from  the  ear  trouble. 

A  case  of  acute  purulent  inflammation  of  the  middle  ear;  a 
double  optic  neuritis,  but  without  tenderness  or  swelling  of,  or 
spontaneous  pain  in,  the  mastoid  process,  in  which  the  opening  in 
the  mastoid  cells  was  followed  by  a  rapid  subsidence  of  the  optic 
neuritis  and  cure  of  the  ear  disease. 

The  patient,  a  woman,  aged  thirty-five,  consulted  Kipp  July 
7,  1 89 1.  She  complained  of  pain  and  throbbing  in  the  right  ear, 
from  which  she  had  been  suffering  for  about  six  weeks.  A  month 
before  the  ear  became  affected  she  had  influenza,  which  left  her 
debilitated.  The  physician  who  attended  her  when  she  was  first 
attacked  by  the  ear  disease  punctured  the  membrana  tympani, 
which  gave  some  relief.  Since  then  she  has  been  syringing  the 
ear,  etc.  She  was  not  suffering  much  from  earache  then,  but  had 
a  constant  throbbing  in  the  head  and  ears.  Hearing  was  im- 
paired for  watch  and  voice.  The  tuning  fork  was  better  heard 
through  bone  than  air,  and  when  placed  on  the  vertex,  best 
in  the  diseased  ear.  There  was  but  little  pus  in  the  external 
canal.  The  walls  were  somewhat  red  and  swollen.  The  mem- 
brana tympani  was  of  a  deep-red  color,  swollen,  and  much 
thickened.  In  its  upper  anterior  quadrant  there  was  a  small  per- 
foration, through  which  air  but  no  secretion  passed  during  the 
Valsalvian  experiment.  The  parts  behind  and  in  front  of  the 
auricle  were  neither  red,  swollen,  nor  tender  on  pressure.  Ex- 
amination of  the  eyes  with  the  ophthalmoscope  showed  them  to 
be  entirely  normal.  The  opening  in  the  membrana  tympani  was 
enlarged,  and  this  was  followed  by  syringing  with  warm  salt  solu- 

*  Transactions  of  American  Otological  Society,  vol.  v,  p.  316. 
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tion  and  politzerization  once  a  day.  She  improved  for  two  weeks; 
then  the  opening  in  the  drumhead  had  nearly  closed,  the  walls  of 
the  canal  were  but  little  swollen,  and  throbbing  in  the  ear  was 
not  so  bad. 

July  22d  he  enlarged  the  opening  in  drumhead,  and  again 
washed  out  the  tympanic  cavity  with  warm  salt  solution  by  means 
of  a  middle-ear  syringe.  The  soft  parts  over  the  mastoid  were 
perfectly  normal,  and  there  was  no  pain  on  pressure. 

Patient  was  not  seen  again  for  a  month.  Her  physician  had 
continued  the  treatment  idvised  by  Kipp.  On  August  29th  he 
made  another  examination  of  the  ear  and  found  it  in  about  the 
same  condition  as  at  her  first  visit.  The  mastoid  process  was 
neither  edematous  nor  red.  The  ophthalmoscope  revealed,  how- 
ever, a  remarkable  change  in  the  eyes — a  well-marked  optic 
neuritis  in  both.  Vision  was  not  at  all  impaired  in  either  eye. 
Her  general  condition  had  grown  worse.  The  throbbing  in  the 
head  and  ear  was  more  pronounced.  She  felt  very  weak  in  her 
lower  limbs,  her  gait  was  somewhat  staggering,  and  she  had  oc- 
casional attacks  of  dizziness.  She  was  listless  and  drowsy,  her 
appetite  poor;  she  had  had  neither  nausea  nor  vomiting.  Tem- 
perature, 99°  F. ;  pulse,  72.      She  had  had  no  chills  or  fever. 

On  September  2d  the  mastoid  was  opened  by  Schwartze's 
method.  After  the  removal  of  the  cortex,  which  was  about  the 
average  thickness,  a  cavity  of  about  the  size  of  a  hazelnut  was 
reached.  It  was  filled  with  foul  pus  and  granulating  tissue.  The 
cavity  was  thoroughly  cleaned  out  with  a  sharp  spoon  and  the 
mastoid  antrum  reached  without  difficulty.  Free  communication 
through  the  external  auditory  canal  and  mastoid  wound  was  es- 
tablished. The  wound  was  dressed  in  the  usual  way.  No  reaction 
followed,  and  the  patient  then  gradually  improved. 

A  month  or  so  after  the  operation  there  was  more  or  less  dis- 
charge through  the  wound,  but  it  was  never  profuse.  After  that 
time  it  ceased  entirely.  A  silver  drainage-tube  was  kept  in  the 
wound  for  three  weeks,  and  then  it  was  allowed  to  close.  The 
otorrhea  ceased  four  days  after  the  operation,  and  soon  after  the 
operation  the  perforation  was  found  closed.  The  optic  neuritis 
remained  stationary  for  about  a  week  after  the  operation,  then 
began  to  subside  gradually,  and  at  the  date  of  her  discharge  from 
the  hospital,  September  26th,  the  optic  disks  were  almost  normal 
in  appearance. 

For  six  months  following  she  was  seen  occasionally,  and  when 
last  examined  she  was  in  perfect  health,  having  a  normal  drum 
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membrane  of  grayish  color,  and  in  its  upper  anterior  quadrant  a 
scar.  The  opening  in  the  mastoid  was  firmly  closed.  The  oph- 
thalmoscope showed  the  optic  disk  to  be  pale;  otherwise  it  was 
normal.  The  fundus  oculi  was  perfectly  healthy  in  both  eyes. 
The  vision  was  normal. 

My  own  case  is  as  follows: 

Patient,  aged  twelve,  male,  admitted  to  the  New  Amsterdam 
Eye  and  Ear  Hospital,  July  20,  1892.  Otitis  media  purulenta, 
mastoid  periostitis,  mastoiditis  interna,  abscess  of  cerebrum, 
thrombosis  of  lateral  sinus,  meningitis,  optic  neuritis.      Death. 

History:  The  patient  complained  of  discharge  from  the  ear 
for  many  years.  Wilde's  incision  was  made  six  years  previous 
to  the  patient  being  seen  by  us,  by  a  surgeon  connected  with  a 
hospital  at  Budapest.  Following  the  operation  he  had  severe 
pain,  etc.,  in  head  and  ear,  which  in  a  great  measure  subsided, 
but  continued  as  a  subacute  condition  until  the  time  of  his  appear- 
ance at  our  clinic.  His  condition  at  that  time  was  as  follows: 
There  was  a  large,  firm  swelling  over  the  left  mastoid  region, 
which  was  reddened  and  very  tender,  and  a  slight  discharge  of 
pus  from  the  external  auditory  canal.  Temperature,  102.5°  F. ; 
pulse,  128.  Wilde'sincision  was  made,  and  three  hours  after  opera- 
tion pain  was  absent  and  temperature  had  dropped  to  100°  F. 

On  the  evening  of  the  day  following  the  operation  his  tem- 
perature went  up  to  103°  F. ,  accompanied  by  severe  pain  in  the  ear. 

On  the  following  afternoon  a  mastoid  operation  was  resorted 
to  by  method  of  Schwartze,  accompanied  by  an  escape  of  a  con- 
siderable quantity  of  pus.  By  means  of  Volkmann's  spoon  about 
a  dram  of  foul-smelling  caseous  material  was  removed  from  the 
antrum,  and  irrigation  by  means  of  a  one-half-per-cent.  solution 
of  carbolic  acid  was  employed.  During  the  operation  a  consider- 
able surface  of  the  dura  over  the  lateral  sinus  was  exposed  and 
could  be  seen  in  the  posterior  part  of  the  wound.  The  wound 
was  lightly  packed  with  gauze  and  absorbent  dressings  were  ap- 
plied. 

As  the  discharge  from  the  external  auditory  canal  was  slight, 
on  the  following  day  a  paracentesis  of  the  membrana  tympani  was 
resorted  to.  Two  hours  following  this  patient  was  taken  with 
severe  chills.  Temperature  rose  to  104.5°  F.  The  day  after  the 
temperature  declined  to  102.5°  F.,  ^^^  ^he  patient  was  more  com- 
fortable. The  next  day  he  had  severe  pain  in  head  and  eyes. 
Pupil  contracted.  Ophthalmoscopic  examination  revealed  choked 
disk,  left  side. 
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For  twenty  days  the  patient  continued  in  a  precarious  condi- 
tion, temperature  oscillating  between  101.5°  and  105.5^  F.  and 
pulse  behaving  badly.  At  intervals  he  complained  of  severe  pain 
in  ear  and  head,  the  latter  toward  the  last  being  severe  and  con- 
stant in  character.  He  was  much  perturbed  in  mind  and  at  times 
maniacal. 

On  the  thirty-first  day  of  his  entrance  into  the  hospital  the 
patient  was  found  to  be  blind  in  the  right  eye,  apparently  over 
the  entire  field.      Ophthalmoscopic  examination  was  nil. 

On  the  following  day  the  ophthalmoscope  revealed  slight 
venous  hyperemia  on  the  right  side  and  violent  choked  disk  on 
the  left  side. 

Two  days  later  patient  was  afflicted  with  more  paralysis  on 
the  right  side,  lapsed  into  a  typhoid  condition,  became  comatose, 
continued  so  for  twenty-four  hours,  and  on  the  forty-first  day  of 
his  entrance  into  the  hospital  he  died. 

An  autopsy  was  made  and  brought  to  view  the  following  con- 
ditions: The  vessels  of  the  dura  were  found  to  be  intensely  en- 
gorged and  lifted  up.  On  opening  the  dura  a  layer  of  foul-smell- 
ing thick  pus,  about  one-fourth  inch  thick,  bathed  the  entire  left 
hemisphere,  dipping  down  into  the  longitudinal  fissure  and  up  as 
far  as  the  convexity  on  the  right  hemisphere,  and  extending  some 
distance  over  the  upper  parietal  lobe.  On  lifting  the  frontal  lobes 
the  pia  was  seen  to  be  intensely  engorged.  The  entire  base  was 
found  to  be  bathed  in  pus.  The  optic  nerves  were  swollen  and 
the  sheaths  distended.  The  cerebellum  was  normal;  its  upper 
portion,  however,  was  surrounded  by  pus.  A  large  encapsulated 
abscess  was  found  in  the  anterior  portion  of  the  occipital  lobe  on 
the  left  side,  around  which  the  brain  was  softened,  with  consid- 
erable purulent  collection,  especially  external  to  it.  A  cut  sec- 
tion of  brain  showed  the  abscess  cavity  to  be  about  one  and 
one-half  inches  anteroposteriorly  and  one  inch  laterally.  The 
ventricles  and  other  portions  of  brain  were  normal.  The  right 
hemisphere  was  found  to  be  normal,  except  for  pus  collections 
dipping  down  into  the  sulci  from  the  longitudinal  fissure. 

Ear:  There  was  extensive  thrombosis  of  the  lateral  sinus,  ex- 
tending to  the  torcular  Herophili.  The  dura  was  not  perforated 
during  the  operation  for  opening  the  mastoid,  but  at  the  time  of 
autopsy  an  opening  through  the  temporal  bone  from  the  mastoid 
cells  along  the  lateral  sinus  was  found.  The  opening  extended 
along  the  lateral  sinus  for  about  eight  millimeters,  and  was  about 
four  and  one-half  millimeters  wide.     Around  this  the  dura   was 
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adherent,  and  the  bone  at  its  posterior  and  inner  border  was 
found  to  be  carious. 

No  evidence  could  be  found  of  purulent  infection  through  any 
of  the  nerve  or  venous  canals  of  the  petrous  portion  of  the  tem- 
poral bone.  The  tegmen  tympani  was  chiseled  away  and  the  os- 
sicles and  membrani  tympani  were  found  to  be  absent.  Com- 
munication between  mastoid  cells,  antrum,  and  middle  ear  was 
found  to  be  free. 

Deductions. — From  a  consideration  of  these  cases,  and  many 
others  in  literature,  the  following  conclusions  are  drawn: 

1.  That  the  ophthalmoscope  is  of  value  in  arriving  at  a  diag- 
nosis of  the  presence  of  cerebral  disease — in  some  instances  by 
confirming  the  evidence  which  is  given  by  other  symptoms,  in 
others  by  being  the  principal  if  not  the  only  reliable  evidence  of 
the  existence  of  brain  disease. 

2.  The  subsidence  of  the  optic  neuritis  after  operation,  which 
gives  a  favorable  turn  to  the  ear  disease,  is  shown  by  the  recovery 
of  the  eyes  and  their  restoration  to  normal  vision.  In  this  con- 
nection the  case  of  Kipp's  is  particularly  interesting  and  instruc- 
tive, because  there  were  w^anting  positive  evidences  of  either 
mastoid  disease  or  cerebral  extension  until  the  ophthalmoscopic 
examination  detected  double  optic  neuritis,  upon  which  indication 
alone  the  the  operation  was  determined  upon. 

3.  The  percentage  of  cases  in  which  the  lesion  under  consider- 
ation is  found  is  small,  as,  indeed,  are  brain  complications.  Kipp 
thinks  that  in  most  cases  where  meningitis  is  present  there  is 
some  degree  of  optic  neuritis.  This  seemed  to  have  been  the 
concensus  of  opinion  in  the  discussion  w^hich  followed  the  reading 
of  the  paper  in  the  American  Otological  Society  and  was  partici- 
pated in  by  a  large  number  of  members  present.  This  may  be 
accounted  for  in  a  large  measure,  I  think,  by  the  neglect  to  look 
at  the  eyes — an  omission  which  I  for  one  confess  to  in  many  of 
my  cases.  Again,  the  attention  is  frequently  not  directed  to  the 
eyes,  because,  as  is  well  known  to  ophthalmologists,  vision  is  often 
unimpaired  even  in  the  most  pronounced  inflammation  of  the  optic 
nerve. 

4.  The  intra-ocular  end  of  the  nerve  is  never  inflamed  when 
the  disease  remains  limited  to  the  middle  ear  and  mastoid,  but  is 
a  certain  evidence  of  brain  disease.  If,  therefore,  optic  neuritis 
is  found,  the  diagnosis  of  extension  to  the  brain  is  certain,  no 
matter  whether  other  evidence  exists  or  not. 

5.   The  form  of   optic   neuritis  which  exists  is  always  of  the 
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kind  seen  in  affections  of  the  brain,  viz.,  choked  disk;  but  this 
may  vary  in  degree  from  simple  venous  stasis,  hyperemia  of  the 
disk,  edema  of  the  disk,  and  surrounding  retina,  to,  as  in  my  case, 
the  most  pronounced  choked  disk.  In  my  opinion  the  various 
forms  described  are  only  different  grades  of  this  form  of  neuritis. 
The  eye  trouble  and  impaired  vision  are  most  marked  on  the 
side  where  the  ear  disease  is. 

6.  The  presence  of  optic  neuritis  is  unfortunately  no  aid  in  a 
solution  of  the  difficult  dilemma  of  locating  the  situation  or  even 
the  nature  of  the  disease,  although,  as  we  shall  see  under  another 
head,  the  latter  may  be  inferred  from  its  more  frequent  occur- 
rence in  some  of  these  affections  than  in  others. 

7.  Optic  neuritis  occurs  more  frequently  in  cases  of  otitis 
media  purulenta  chronica  than  in  acute  cases,  in  which,  indeed, 
its  occurrence  is  very  rare,  the  case  of  Kipp's,  in  this  respect, 
being  the  earliest  example  of  its  occurrence  after  the  onset  of  the 
ear  affection.  I  have  found  that  most  of  those  I  have  looked  up 
were  observed  in  cases  of  otorrhea  of  long  standing,  in  many  in- 
stances a  number  of  years. 

8.  The  list  of  brain  lesions  from  otitis  media  purulenta  in 
which  optic  neuritis  has  been  observed,  verified  by  autopsies, 
embraces  nearly  if  not  all  those  observed;  i.e.,  abscesses  of  brain 
and  cerebellum,  meningitis,  and  sinus  thrombosis. 

9.  The  occurrence  of  optic  neuritis  in  a  case  of  otitis  media 
chronica  with  implication  of  the  mastoid,  with  a  history  of  long- 
standing otorrhea,  is  by  inference  very  apt  to  be  due  to  a  cerebral 
abscess,  although  it  must  not  be  lost  sight  of  that  all  of  the 
lesions  enumerated  may  be  found  in  the  one  case — as  in  mine, 
where  there  was  an  abscess,  meningitis,  and  sinus  thrombosis. 

10.  The  extent  to  which  the  presence  of  slight  edema  of  the 
optic  disk  should  influence  us  in  determining  upon  an  operation 
on  the  mastoid  is,  in  the  absence  of  other  sufficient  evidences, 
necessarily  an  open  question.  But  I  think  we  may  safely  accept 
the  conclusion  arrived  at  by  Dr.  Andrews,  a  sound  one,  that  "as 
the  operation,  when  intelligently  performed,  is  not  a  dangerous 
one,  without  waiting  for  pronounced  neuritis  we  may  accept  the 
condition  of  edema  of  the  optic  disk  in  the  case  under  considera- 
tion, as  an  indication  for  the  opening  of  the  mastoid;  and  if  not 
with  the  expectation  of  liberating  pus,  at  least  to  establish  free 
drainage  from  the  middle  ear.  The  procedure  is  certainly  con- 
sistent with  a  good  surgical  principle,  and  is  not  likely  to  add  to 
the  preexisting  mischief."     In  regard  to  the  presence  of  a  marked 
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neuritis  alone  or  in  connection  with  other  symptoms,  being  an  in- 
dication to  open  the  mastoid,  no  doubt  can  exist.  Another  indi- 
cation of  great  value  is  pointed  out  by  Knapp,  who  has  been 
guided  by  the  recession  of  the  ocular  symptoms  in  arriving  at  a 
decision  when  to  let  the  opening  in  the  mastoid  (after  operating) 
close.  It  is  not  necessary,  he  says,  to  keep  up  the  syringing  and 
drainage  from  the  mastoid  cavity  until  the  suppuration  has  com- 
pletely ceased,  and  it  is  just  in  these  cases  that  the  use  of  the 
ophthalmoscope  has  been  of  advantage. 

II.  The  existence  of  optic  neuritis  as  an  indication  for  a  more 
serious  operative  procedure  than  opening  the  mastoid,  of  the  na- 
ture of  an  exploration  of  the  brain  for  intracranial  disease,  can  be 
considered  only  in  connection  with  other  symptoms  which  would 
go  to  render  so  grave  a  procedure  justifiable.  So  far  as  it  goes, 
however,  it  serves  to  make  the  presence  of  intracranial  disease 
more  certain. 

DISCUSSION. 

Dr.  T.  Herbert  Claiborne  said  that  the  conclusion  pre- 
sented in  the  paper  covered  in  a  succinct  manner  nearly  all  that 
was  known  on  the  subject.  Many  did  not  perform  the  mastoid 
operation  in  the  manner  that  Schwartze  did.  Of  this  he  could 
speak  positively,  because  he  had  studied  at  Schwartze's  clinic. 
In  none  of  the  cases  seen  there  had  there  been  any  symptoms 
pointing  to  ocular  trouble.  In  Berlin  he  had  seen  for  seven 
weeks  an  interesting  case — one  of  chronic  purulent  otitis  media. 
The  patient  suddenly  developed  a  high  temperature  and  delirium, 
and  had  died  before  morning.  The  autopsy  showed  that  the  pus 
had  passed  through  the  tegmen  tympani  into  the  meninges  of 
the  brain,  and  had  excited  purulent  meningitis.  It  seemed  to  him 
that  the  optic  neuritis  could  hardly  be  a  reliable  guide  as  to  the 
best  time  to  allow  the  wound  to  close;  the  ordinary  guide  in  prac- 
tice was  whether  or  not  the  wound  was  healing  properly  from  the 
bottom.  He  doubted  whether  optic  neuritis  would  prove  to  be  a 
trustworthy  guide  to  the  necessity  of  operating. 

Dr.  Pooley  said  that  he  did  not  wish  the  conclusions  to  be 
accepted  as  entirely  his  own;  they  had  been  intended  to  represent 
rather  what  had  been  gleaned  from  the  literature  on  the  subject. 
He  felt  sure,  however,  that  optic  neuritis  would  be  found  much 
more  frequently  if  the  physician  took  the  trouble  to  look  for  it. 
The  percentage  of  cases  in  which  the  eye  is  affected  in  purulent 
middle-ear  disease  had  not  yet  been  determined. 
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A    CONTRIBUTION    TO  THE  STUDY    OF    LARYNGEAL 

YERTIGO. 


BY    ALBERT    C.    GETCHELL,   M.D. 


Besides  the  two  cases  of  my  own  to  be  reported  in  this  paper, 
I  have  found  seventy-five  other  cases  of  laryngeal  vertigo,  making 
a  total  of  seventy-seven. 

Case  I. — G.  O.,  male,  manufacturer,  age  fifty-four.  I  saw 
him  in  consultation,  October  9,  1893.  I  was  asked  to  see  him 
since,  a  short  time  before  he  had  lost  consciousness  and  fallen 
while  coughing. 

At  that  time,  and  subsequently,  I  got  this  history: 

A  brother  had  had  a  well-marked  epileptic  seizure,  so  char- 
acteristic that  it  was  an  accepted  fact  in  the  family  that  he  was 
epileptic. 

Until  the  latter  part  of  his  life  the  patient  has  been  subject 
to  intense  headaches,  which  had  kept  him  from  work,  at  times 
half  a  day.  Fitting  of  glasses  relieved  these  headaches  only  to  a 
degree.  With  this  exception,  he  had  been  a  pretty  healthy  man, 
and  had  managed  large  affairs. 

In  1S90  he  had  the  grippe,  which  was  followed  by  catarrhal 
trouble.  In  the  spring  of  1891  he  had  acute  rheumatism,  and 
after  that  was  never  well.  After  this,  also,  he  had  business  per- 
plexities, annoying  rather  than  serious.  From  this  time  to  the  end 
of  his  life  he  was  subject  to  great  despondency  and  depression,  out 
of  proportion  to  any  cause. 

For  a  year  previous  to  my  visit  he  had  spells  of  labored  breath- 
ing at  night,  terminating  in  what  his  wife  described  as  a  sort  of 
explosion.  He  had  coughed  several  months  previous  to  my  visit. 
Sometimes  the  paroxysms  would  be  of  considerable  severity,  but 
they  were  not  accompanied  by  loss  of  consciousness  or  fall.  He 
would,  however,  frequently  put  his  hand  to  his  head  when  cough- 
ing. 

There  were  two  accidents  of  the  loss  of  consciousness  and  fall 
within  a  short  time  of  each  other.  They  were  accompanied  by 
tickling  about  the  larynx,  and  cough.  The  second  his  wife  saw. 
He  was  going  from  one  room  to  another.  He  coughed,  but  did 
not   have  a    severe   paroxysm.      His  wife   thought  his  face   was 
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flushed,  but  does  not  remember  that  it  was  markedly  so.  He 
arose  quickly,  with  her  help,  but  she  thinks  her  assistance  was  not 
essential.  He  looked  about  wildly  for  a  moment,  and  then  ap- 
peared as  usual. 

When  I  saw  him  for  the  examination,  I  did  not  notice  any  un- 
usual excitement  ;  but  I  was  afterward  told  that  he  was  under  a 
good  deal  of  nervous  tension.  I  had  previously  had  his  sons  under 
my  care  and,  for  their  relief,  had  done  some  simple  operation.  He 
was  apprehensive  that  my  mirrors,  etc.,  meant  some  operation 
upon  him. 

He  went  into  an  adjoining  room  to  remove  his  clothes  for  an 
examination  of  the  chest,  and  when  he  came  out  said  he  had  had 
a  mild  attack,  with  tickling  and  cough.  He  did  not  fall,  but  for 
a  moment  felt  incapable  of  effort,  mental  or  otherwise,  and  was 
apprehensive  of  something  more  serious.  His  cough  could  not 
have  been  severe,  for  I  did  not  notice  it;  nor  do  I  recall  it, 
though  I  was  but  a  few  feet  away. 

Gleitsmann  describes  in  his  patient  a  similar  condition  of  un- 
certainty. 

In  the  nose  was  found  a  deviated  septum,  with  exostosis. 
There  was  chronic  nasopharyngitis,  relaxed  uvula,  and  inflamed 
tonsils,  the  left  being  covered  with  a  grayish  exudation.  The 
vocal  bands  met  in  the  median  line  on  phonation;  the  left  seemed 
thinner  than  the  right  and  was  more  overlapped  by  the  ventricu- 
lar fold,  A  few  scattered  bronchial  rales  were  heard  in  the  chest. 
Nothing  abnormal  was  detected  about  the  heart.  The  urine  had 
repeatedly  been  examined,  with  negative  results.  The  treatment 
was  astringents  to  the  pharynx  and  nasopharynx,  in  addition  to 
the  measures  already  in  use. 

He  soon  was  as  well  as  usual,  and  remained  so  until  eight  days 
before  his  death,  February,  1894.  He  died  of  pericarditis,  fol- 
lowing acute  rheumatism. 

Case  II. — D.,  male,  hotel  clerk,  age  twenty-nine.  The  pre- 
vious history  was  negative.  The  duration  of  the  cough  was  six 
weeks.  The  patient  was  of  a  nervous,  excitable  temperament, 
stout,  of  a  florid  complexion,  evidently  a  hearty  eater,  and  used 
to  a  little  exercise. 

In  the  nose  was  a  prominent  exostosis,  and  the  mucous  mem- 
brane was  inflamed.  There  was  chronic  nasopharyngitis,  enlarged 
tonsils,  enlarged  lymph  follicles  at  the  base  of  the  tongue,  and 
hyperemia  of  the  larynx. 

In  the  chest  were  heard  a  few  hoarse  rales.       The  cough  was 
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violent,  and  once,  while  talking,  he  began  to  cough  and  suddenly 
became  unconscious  and  fell.  There  was  tickling  of  the  throat 
just  below  the  larynx,  and  that  excited  the  paroxysms  of  cough- 
ing.     I  saw  this  patient  but  once. 

Sex. — Reviewing  these  seventy-seven  cases  we  find  all  but 
four  to  be  males. 

Age. — Seven  were  over  sixty  years  of  age,  the  oldest  being 
seventy-two;  nineteen  were  between  fifty  and  sixty;  twenty-three, 
between  forty  and  fifty;  nine,  between  thirty  and  forty;  one, 
twenty- nine;  one,  seventeen,  and  two  were  put  down  as  young 
men. 

Occupation. — Although  information  on  this  point  was  lacking 
in  many  cases,  from  what  we  have,  it  seems  that  the  patients  were 
generally  of  the  well-to-do  class,  and  followed  a  more  or  less 
sedentary  life.  Thus,  we  find  clergymen,  clerks,  physicians,  mer- 
chants, bankers,  a  journalist,  lawyers,  a  tailor.  There  was  but 
one  whose  occupation  indicated  an  out-of-door  life,  a  sailor. 

Previous  History. — Rheumatism  is  mentioned  in  13  cases;  gout 
in  6;  bronchitis  in  9;  cough  for  a  long  period  (either  at  intervals, 
winter  cough,  or  more  or  less  continuous,  sometimes  associated 
with  emphysema)  in  5;  asthma  in  3;  hay  fever  in  i;  syphilis  in  3; 
gonorrhea  in  3;  vertigo  from  indigestion  in  i;  fish-bone  in  the 
throat  in  2.  Of  the  following  accidents  and  affections  note  is  made 
of  one  instance  of  each:  Garroting,  traumatic  injury  to  nose  in 
infancy,  bitten  by  a  mad  dog  (and  Pasteur  treatment),  lead  colic 
(and  after  two  years  cerebral  congestion),  hepatic  colic,  intermit- 
tent fever,  typhoid  fever  and  phlebitis,  influenza,  diabetes. 

Nervous  Phenomena  and  History. — One  was  epileptic;  one  had 
supposed  history  of  epilepsy;  one  had  had  fits  and  had  fallen  in 
the  street;  one  had  an  epileptic  brother;  the  cousin  of  one  died  in 
an  insane  asylum;  one  had  injury  to  the  head  and  subsequent  loss 
of  consciousness;  one  had  incomplete  history  of  hereditary  neu- 
rosis; one  had  suffered  from  overstudy  in  college  and  from  ner- 
vous strain  in  troublous  times;  one  had  unsteadiness  of  gait;  two, 
intense  headaches;  in  one,  the  attack  was  precipitated  by  nervous 
exhaustion  and  fatigue;  ten  were  said  to  have  nervous  tempera- 
ment. 

Loss  of  Consciousness  is  expressly  stated  to  have  occurred  in 
61  cases;  fall  in  42. 

In  a  very  few  cases  the  attack  occurred  while  the  patient  was 
in  bed,  and  in  a  few,  also,  while  sitting,  the  head  then  falling  on 
the  body. 
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Mental  Confusion  was  noted  in  6  cases,  usually  slight;  in  13 
it  was  distinctly  stated  that  it  did  not  occur;  and  in  several  cases 
it  was  stated  that  the  patient  at  once  arose  and  resumed  his  occu- 
pation, without  any  confusion. 

Dizziness  was  mentioned  in  7  cases,  while  in  3  it  was  dis- 
tinctly stated  that  it  did  not  occur;  true  vertigo,  that  is,  out- 
side objects  seeming  to  revolve  about  the  patient,  was  mentioned 
but  once. 

Convulsions. — These  were  distinctly  stated  not  to  occur  in  8 
cases;  twitchings  of  the  face  were  mentioned  in  5;  of  an  ex- 
tremity, usually  the  upper,  in  3  cases;  clonic  contraction  of  the  arm 
occurred  in  12;  and  one  had  such  severe  general  clonic  convul- 
sions as  to  throw  him  out  of  bed  (Newcomb). 

Biting  of  the  Tongue  was  noted  in  two  cases,  while  in  many  it 
was  stated  that  it  did  not  occur. 

Involuntary  Micturition  and  incontinence  of  feces  occurred  in 
but  one  instance,  and  in  this  case  at  very  rare  intervals.  In  a 
number  of  cases  it  was  stated  that  it  did  not  occur. 

A/te?  Lough. — In  66  cases  it  was  stated  that  the  attack  fol- 
lowed cough.  In  one  (Russel)  the  patient  could  not  cough. 
Again  (Browne),  sneezing  and  blowing  the  nose  precipitated  the 
attack. 

Tickling  or  Burning  Sensation  About  the  Larynx. — This  symptom 
was  mentioned  in  29  cases,  while  in  one  it  was  stated  that  it  did 
not  occur. 

Conainon  of  the  Face. — Congestion  of  the  face  was  noted  in 
23  cases.  In  4  of  these  pallor  followed  the  congestion.  Five  were 
reported  pale. 

Abnor?nal  Condition  of  the  Nose  and  Throat. — Deviated  septum 
is  given  in  six  cases,  hypertrophied  turbinates  in  two,  nasal  poly- 
pus in  two,  disease  of  adjoining  sinus  in  one,  granular  pharyngitis 
in  ten,  elongated  uvula  in  six,  adenoid  tissue  in  the  vault  in  one, 
hypertrophy  of  the  faucal  tonsils  in  two,  hypertrophy  of  the  lin- 
gual tonsil  and  lingual  varix  in  seven,  and  hyperemia  of  the  larynx 
in  sixteen. 

Abnor7nal  Condition  of  the  Lungs. — Bronchitis  was  noted  in  13 
cases;  a  few  were  emphysematous,  and  one  had  tubercular  disease. 

The  Number  of  Attacks  varied  greatly. — One  of  Knight's  cases 
had  but  one.  Most  had  several;  one  had  twenty  in  one  day;  an- 
other, ten  in  a  year;  another,  eight  in  two  years;  Dauvin,  a  physi- 
cian, had  three — one  in  1877,  one  in  1882,  and  one  in  1S85. 

Miscella/ieous   Symptoms. — Two  patients,    men  aged  sixty-four 


A  Contribution  to  the  Study  of  Laryngeal  Vertigo.  19 

and  sixty-seven,  had  associated  with  the  attacks  whooping-cough. 
Ten  had  attacks  at  meal-time,  usually  dinner,  and  usually,  also, 
after  the  meal.  Eight  were  smokers,  some  to  excess.  In  one 
case  an  attack  happened  while  the  patient  was  smoking,  and,  ap- 
parently, was  precipitated  by  it;  Six  used  alcoholic  liquor,  though 
but  two  or  three  to  excess. 

Cure  was  reported  in  nineteen  cases;  relief  in  two.  The  treat- 
ment has  been  by  morphin,  bromids,  and  antipyrin,  and  measures 
directed  to  any  abnormal  condition  of  the  nose,  throat,  or  lungs. 

The  most  interesting  aspect  of  this  subject  is:  What  is  the  na- 
ture of  the  affection? 

There  have  been  three  theories:  Charcot  regarded  it  as  analo- 
gous to  Meniere's  disease,  the  superior  laryngeal  being  the  affer- 
ent nerve;  Gray  called  it  a  manifestation  of  epilepsy,  while 
McBride  found  the  explanation  in  Weber's  experiments  on  forced 
expiration  with  closed  glottis. 

None  of  these  have  been  entirely  satisfactory,  and  the  matter 
needs  elucidation, 

Charcot's  great  name,  connected  with  the  fact  that  he  first 
described  the  disease  and  designated  it  by  the  term  "laryngeal 
vertigo,"  has  assured,  thus  far,  the  continuance  of  that  term.  But, 
evidently,  it  does  not  truly  express  the  facts.  In  the  first  place, 
vertigo,  or  dizziness,  is  mentioned  as  a  symptom  in  but  7  of  the 
77  cases.  Again,  in  Meniere's  disease,  the  dizziness  persists, 
while  in  this  affection,  as  a  rule,  immediately  after  the  attacks, 
the  patient  arises  and  feels  as  well  as  usual,  sometimes  laughing 
at  the  fears  of  bystanders. 

A  priori  xt.  is  not  from  the  larynx  that  vertiginous  sensations 
proceed.  It  is  well  known  that  when  manipulating  the  ear  by 
syringing,  or  otherwise,  vertigo  may  be  expected,  and  does  not 
infrequently  occur.  On  the  other  hand,  I  can  find  no  instance  of 
such  symptoms  following  manipulations  of  the  larynx,  either  with 
fluids  or  surgically. 

The  Epileptic  Theory. — Against  this,  one  at  once  thinks  of  the 
age  of  the  patients,  the  short  duration  of  the  disease  in  many 
cases,  the  absence  of  biting  of  the  tongue  and  of  involuntary  mic- 
turition, and  the  curability  of  the  disease.  On  the  other  hand, 
it  must  be  remembered  that  the  cure  has  followed,  not  only  the 
use  of  the  bromids,  but  the  removal  of  some  abnormal  condition 
of  the  nose  or  throat. 

In  this  connection  it  is  interesting  to  note  the  cure  of  a  well- 
marked  case  of  epilepsy  by  the  removal  of  a  tumor  from  the  larynx 
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(case  of  Summerbrodt) ;  also,  that  in  this  series  four  cases  had 
previously  had  attacks  of  an  epileptic  nature,  while  in  twenty, 
during  the  attack,  there  were  convulsive  movements  of  the  face, 
extremities,  and,  in  one,  convulsive  movements  of  the  whole 
body. 

Xo  one  of  these  considerations  would  preclude  the  possibility 
of  epilepsy.  On  the  other  hand,  those  most  markedly  epileptic 
were  not  so  characteristically  so  as  to  put  the  question  beyond 
doubt. 

The  theory  of  forced  expiration,  with  closed  or  partly  closed 
glottis,  causing  interference  of  circulation  and  oxygenation  of  the 
blood  and  action  on  the  circulatory  centers  of  impure  blood,  next 
demands  consideration. 

If  this  be  the  true  explanation,  it  would  seem  that  the  failure 
of  proper  circulation  preceding  the  attack  should  be  the  rule; 
while  only  in  23  cases  was  any  peculiarity  of  color  noted,  the  face 
being  more  or  less  turgescent  in  hue.      Five  were  pale. 

Again,  in  many,  the  fall  occurred  immediately  upon  the  tick- 
ling and  first  cough,  too  soon  to  permit  the  explanation  of  circu- 
itous inhibition  through  defective  circulatory  or  respiratory 
activity. 

Further,  it  seems  to  me  an  entirely  rational  objection  to  urge 
that,  while  many  persons  with  weak  heart  and  impaired  respira- 
tory power  have  severe  paroxysms  of  coughing,  so  few  instances 
of  loss  of  consciousness  have  been  noted;  and  loss  of  conscious- 
ness, associated  with  a  fall,  is  to  a  lay  person  such  an  alarming 
symptom  that  it  is  improbable  that  it  would  often  occur  without 
attracting  attention.  It  must  be  noted,  however,  that  Garel  and 
Collet  elicited  information  of  loss  of  consciousness  only  after 
questioning,  the  patient  not  attaching  enough  importance  to  the 
accident  to  remember  it.  On  the  other  hand,  Armstrong  repeated 
Weber's  experiment  with  his  patient,  with  no  result. 

Again,  Adler  says  of  his  patient:  ''It  is  to  be  noted  that, 
while  no  seizure  ever  took  place  without  preceding  cough,  by  no 
means  every  violent  paroxysm  of  coughing  was  followed  by  loss 
of  consciousness."  The  same  is  true  of  my  first  case.  Garel  and 
Collet  made  the  same  observation. 

These  considerations,  it  seems  to  me,  make  the  circulatory 
theory  entirely  inadequate,  except,  perhaps,  as  an  exciting  cause 
in  a  limited  number  of  cases. 

Let  us  again  consider  the  nervous  phenomena  of  these  cases. 

Note  was  made  that  ten  of  the  series  were  of  nervous  temper- 
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ament,  and  these  more  serious  nervous  disturbances  are,  in  addi- 
tion, noted. 

One  of  Charcot's  cases  was  epileptic.  Gasquet's  had  history  of 
supposed  epilepsy.  Gray's  had  injury  to  the  head  by  a  bullet  and 
previous  loss  of  consciousness,  that  is,  previous  to  the  attacks 
under  consideration.  One  of  Lefferts'  had  incomplete  history  of 
hereditary  neurosis.  One  of  Knight's  suffered  from  overstudy  in 
college  and  business  worry  in  troublous  times;  his  other  case  had 
had  vertigo  from  indigestion.  In  Armstrong's  case,  the  attacks 
were  precipitated  by  nervous  exhaustion  and  fatigue.  Berkart's 
patient  had  had  several  fits,  and  had  fallen  in  the  street.  Browne 
notes,  in  one  of  his  cases,  unsteadiness  of  gait  and  intense  head- 
aches. One  of  Garel  and  Collet's  patients  had  a  cousin  who  died 
in  an  insane  asylum,  while  in  one  of  my  cases,  there  was  history 
of  epilepsy  in  the  family — a  brother — intense  headaches  for  a  long 
period,  and  profound  despondency  and  depression.  Further,  as 
we  have  seen,  during  the  attacks,  convulsions  occurred  in  13 
cases,  twitchings  of  the  face  in  four,  and  of  the  arm  in  three. 

Whether  or  not  we  call  the  trouble  epilepsy,  a  disease  of  which 
we  know  so  little,  it  is  evident  that  at  least  there  is  a  condition  of 
unstable  equilibrium  of  the  central  nervous  system,  and  that  that 
is  the  fundamental  pathological  factor. 

That  the  attack  is  precipitated  by  a  cough  and  irritation  about 
the  larynx  is  plain;  that  the  respiratory  theory  of  McBride  does 
not  account  for  all  the  cases,  also  seems  plain.  What,  then,  is 
the  exciting  cause?  Brown-Sequard  has  conducted  a  series  of  in- 
vestigations which  throws  light  upon  this  subject.  These  researches 
show  that  the  larynx  has  a  direct  and  intimate  relation  with  the 
central  nervous  system.       He  sums  up  his  results  in  these  words: 

"  The  cases  reported  in  this  memoir  demonstrate  that  a  gen- 
eral reflex  analgesia  can  be  produced : 

"  I.  By  a  traumatic  irritation  of  the  skin  of  the  neck,  of  the 
trachea,  but  especially  by  the  larynx. 

"2.  By  galvanization  of  the  larynx  or  the  superior  laryngeal 
nerve. 

"3.  By  irritation  of  the  mucous  membrane  of  the  larynx  by 
chloroform,  cocain,  etc." 

I  submit  these  conclusions: 

The  phenomena  under  consideration  occurs  in  persons  in  whom 
there  is  evidence  of  unstable  equilibrium  of  the  central  nervous 
system. 
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There  is  some  abnormal  condition  of  the  air-passages  likely  to 
produce  laryngeal  irritation,  with  cough  and  glottic  spasm. 

The  spasmodic  closing  of  the  glottis  may,  and  in  many  cases 
does,  act  directly  and  immediately  up  the  inhibitory  centers  of 
the  brain  and  cause  syncope. 

A  severe  paroxysm  of  coughing  which  produces  congestion  of 

the  cerebral   vessels   may   also   cause   syncope.      But   it  will   not 

cause  it  unless  there  be  an  existing  disorder  of  the  central  nervous 

organ. 
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DISCUSSION. 

Dr.  Sargent  F.  Snow  (Syracuse)  said  that  he  had  seen  a  case 
of  laryngeal  vertigo  or  epilepsy  in  a  laboring  man,  about  forty 
years  of  age,  who  was  sent  to  him  in  1893.  The  friend  who  ac- 
companied him  said  that  for  the  previous  two  or  three  weeks  there 
had  been  extreme  hoarseness  and  dyspnea;  along  with  this  there 
were  frequent  attacks  of  laryngeal  spasm,  and  a  complete  loss  of 
consciousness  for  a  period  of  perhaps  thirty  seconds.  The 
patient  himself  was  too  hoarse  and  excited  to  give  his  own  his- 
tory. During  the  first  examination  he  lost  consciousness  five  or 
six  times,  as  a  result  of  the  contact  of  the  mirror  with  the  back 
of  the  throat.  The  pharynx  and  larynx  were  markedly  congested, 
cords  reddened,  and  arytenoids  swollen.  His  family  physician 
had  been  treating  him  with  bromids,  but  without  permanent  bene- 
fit. This,  by  request,  was  stopped,  and  the  only  treatment  he 
received  was  in  the  way  of  reducing  the  pharyngeal  and  laryngeal 
inflammation.  Under  this  plan  of  treatment  all  his  symptoms 
disappeared  and  did  not  return.  From  his  history,  the  symptoms 
of  laryngeal  congestion  and  spasm,  the  extreme  loss  of  voice,  and 
nice  result  from  treatment.  Dr.  Snow  came  to  the  conclusion  that 
it  was  a  typical  case  of  laryngeal  epilepsy,  due  to  an  acute  inflam-' 
mation. 

Dr.  Wendell  C;  Phillips  (New  York)  said  that  the  only  case 
of  this  kind  that  had  come  under  his  notice  (see  Medical  A^ews, 
March  19,  1892)  had  been  a  patient  with  a  well-marked  bron- 
chitis bronchorrhea.  All  the  laryngeal  attacks  had  begun  with 
a  severe  spell  of  coughing,  and  then  he  would  fall  down  and  com- 
pletely lose  consciousness  for  a  moment.  He  had  treated  the 
bronchitis  with  eucalyptol  internally;  he  had  also  given  sodium 
bromid.  There  had  been  no  vertigo  during  attacks,  but  during  a 
paroxysm  there  had  been  sudden  and  complete  loss  of  conscious- 
ness for  a  few  seconds.  Patient  had  described  the  sensations  as 
pleasurable,  and  no  unpleasant  after-effects.  Recovery  was  com- 
plete after  a  few  days. 

Dr.  R.  C.  Myles  (New  York)  said  that  he  had  seen  an  inter- 
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esting  case  of  this  kind  a  few  years  ago  in  a  man  about  fitty  years 
of  age.  This  man  was  subject  to  attacks  of  bronchitis  and  cough- 
ing, and  at  such  times  would  occasionally  become  unconcious  for 
a  moment  and  then  fall.  He  was  a  high  liver.  His  diet  was 
somewhat  restricted,  and  treatment  directed  to  the  larynx;  under 
this  a  cure  was  effected.  It  should  be  noted  that  in  all  cases  of 
death  from  impaction  of  a  foreign  body  in  the  larynx,  the  indi- 
vidual falls  unconscious  with  marked  suddenness. 

DEVIATION    OF    THE    XASAL    SEPTUM.       OPERATION. 

Dr.  Wendell  C.  Phillips  (New  York)  presented  a  boy  who, 
while  playing  "shinny,"  was  struck  with  a  stick  over  the  nose. 
This  caused  a  severe  nasal  hemorrhage,  which  subsided  without 
special  treatment.  Seven  months  later  he  had  been  first  seen  by 
the  speaker.  Examination  showed  almost  complete  occlusion  of 
both  nostrils,  as  if  the  blow  had  caused  the  septum  to  be  driven 
back  upon  itself,  or  split  and  forced  in  both  directions.  Four 
weeks  ago  he  broke  up  the  septum  completely  with  the  Adams" 
forceps  under  ether,  and  introduced  the  perforated  cork  splints 
devised  by  Dr.  Berens.  It  was  necessary  to  use  two  on  account 
of  the  bilateral  obstruction.  There  was  still  a  little  thickening  of 
the  septum,  but  scarcely  enough  to  interfere  with  breathing,  and 
the  case  might  be  considered  satisfactory. 

Dr.  C.  W.  Richardson  (Washington,  D.  C. )  said  that  he  had 
operated  upon  a  number  of  cases  of  V-shaped  deflections  of  the 
septum,  but  he  had  found  in  ninety  per  cent,  of  the  cases  that  the 
septum  would  drop  back  into  the  old  position.  Since  he  had  used 
the  perforated  splints  of  Dr.  Berens  the  result  had  been  very 
good.  The  reaction  from  the  introduction  of  these  splints  usu- 
ally subsided  in  three  or  four  days. 

Dr.  D.  L.  HuBPARD  (New  York)  said  thai-  the  great  point  was 
not  to  be  in  a  hurry  to  remove  these  corks.  He  had  frequently 
left  them  in  ten  days  without  any  harm.  Another  point  was  not 
to  leave  out  the  corks  permanently  too  soon.  He  had  found  that 
relapse  had  sometimes  followed  removing  them  after  four  weeks, 
but  never  if  they  had  been  left  in  for  six  weeks. 

Dr.  HoLBROOK  Curtis  said  that  he  considered  this  splint  the 
most  scientific  and  useful  of  the  splints  devised  for  this  purpose. 
After  doing  one  of  these  septum  operations  lately,  he  had  been 
surprised  to  find  that  the  patient  was  a  "bleeder."  The  hemor- 
rhage was  stopped  by  a  very  light  plugging  with  styptic  cotton. 
He  believed  that  light  plugging  and  pressure  with  a  flat  copper 
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wire  at  the  right  spot  constituted  the  best  method  of  checking 
such  hemorrhage,  if  the  splint  itself  did  not  accomplish  this  result. 

Dr.  E.  W.  Day  (Pittsburg)  said  that  once  \vhile  operating 
under  ether  he  had  met  with  a  tremendous  arterial  hemorrhage 
after  the  first  incision  of  the  septum,  and  the  patient  had  nearly 
lost  his  life  from  it.  He  preferred  now  to  operate  under  local 
anesthesia. 

Dr.  Phillips,  in  closing  the  discussion,  said  that  Dr.  Asch 
recommended  cutting  the  septum  at  the  point  of  greatest  deflec- 
tion, by  means  of  a  specially  devised  pair  of  knife-scissors,  mak- 
ing an  incision  like  this  +  ,  then  breaking  up  with  the  finger  the 
four  resultant  segments,  and  following  with  complete  breaking  up 
with  Adams'  forceps.  The  trouble  in  Dr.  Day's  case  was,  prob- 
ably, that  he  cut  too  close  to  the  floor  of  the  nostril.  In  ordinary 
cases  he  saw  no  necessity  for  using  two  splints,  and  had  seen 
ulceration  and  perforation  of  the  septum  result  from  undue  pres- 
sure, brought  about  by  the  prolonged  use  of  two  splints. 

Dr.  Myles  presented  a  Case  for  Diagnosis  which  exhibited 
some  of  the  features  of  actinomycosis  bovis.  It  had  been  under 
his  observation  only  a  few  days.  He  said  that  he  had  seen  sev- 
eral cases  of  true  actinomycosis  bovis,  and  most  of  them  had  been 
examined  microscopically,  so  that  there  could  be  no  doubt  about 
the  correctness  of  the  diagnosis.  They  had  been  cured  by  extir- 
pation of  the  growths.  The  growths  appear  hard,  tough,  and 
leathery,  like  the  lichen  on  wood. 


REPORT  AND  EXHIBITION  OF  A  CASE  OF   UNUSUAL 

SPEECH  DEFECT. 


BY  G.    HUDSON  MAKUEN,    M.D. 


This  young  man  has  gone  the  rounds  of  the  specialists,  not 
only  in  Philadelphia,  but  in  New  York  and  Brooklyn  as  well.  The 
eye,  ear,  nose,  and  throat  have  claimed  about  an  equal  share  of 
attention. 

He  tells  me  that  when  only  six  months  old  he  took  "cold"  in 
his  eyes,  and  lost  the  sight  of  one  of  them,  and  it  was  with  great 
difficulty  that  the  other  was  saved.  At  the  age  of  seven  he  had 
diphtheria,  from  which  he  barely  escaped  with  his  life;  at  ten  he 
had  scarlet  fever,  and   at  twelve   diphtheria  again.      He  has  had 
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defective  speech  as  long  as  he  can  remember,  and  he  dates  a 
purulent  otitis  media  from  the  time  he  had  scarlet  fever. 

Six  or  seven  years  ago  he  had  some  adenoid  vegetation  re- 
moved from  the  pharyngeal  vault,  after  which  his  speech  im- 
proved. 

I  found  by  inspection  a  chronic  catarrhal  condition  through- 
out the  entire  nasopharyngeal  tract,  with  a  copious  covering  of 
thick,  tenacious  mucus.  After  cleansing  the  parts  I  found  a 
large  mass  of  lymphoid  tissue  still  remaining,  and  this  was 
thoroughly  removed  with  the  Gottstein  curette.  Altogether  the 
mass  was  as  large  as  a  black  walnut.  The  after  treatment  has 
been  the  usual  cleansing  sprays,  and  the  result  has  been  most 
satisfactory.  He  has  had  fewer  "colds"  since  the  operation,  and 
his  catarrhal  trouble  has  cleared  up,  not  only  in  his  nose  and 
throat,  but  also  in  his  ear. 

Upon  examination  of  his  organs  of  speech  I  found  several 
little  irregularities.  In  the  first  place  he  has  a  marked  retraction 
of  the  lower  jaw,  so  that  the  lower  lip  instead  of  closing  upon  the 
upper  lip  seemed  always  to  close  upon  the  upper  teeth,  and  this 
destroyed  the  character  of  the  labial  sounds.  This  defect  will  be 
the  last  to  disappear  entirely,  because  we  cannot  alter  to  any 
great  extent  the  anatomical  relations  of  these  organs.  It  is  only 
by  long-continued  practice  that  the  difficulty  can  be  overcome. 
The  patient  must  learn  to  protrude  the  lower  jaw  a  little  and  thus 
approximate  the  lips,  and  this  he  is  doing  very  well. 

A  more  serious  fault  of  speech,  however,  was  his  very  peculiar 
utterance  of  the  sibilant  sounds.  The  soft  palate  was  greatly  re- 
laxed and  it  had  been  impeded  in  its  action  by  the  adenoid 
growths,  so  that  it  seemed  almost  to  rest  upon  the  dorsum  of  the 
tongue.  In  these  sounds  the  tip  of  the  tongue  was  placed  in  the 
floor  of  the  mouth.  There  was  a  complete  approximation  of  the 
soft  palate  and  the  back  part  of  the  tongue,  and  the  breath  was 
forced  not  through  the  mouth,  but  through  the  nose,  giving  that 
peculiar  sound  which  it  is  possible  to  get  in  no  other  way. 

I  feared  at^  first  that  we  had  some  paresis  of  the  palatal 
muscles,  but  there  was  no  regurgitation  of  liquids,  or  other 
symptom  of  this  trouble.  I  then  explained  to  him  the  nature  of 
the  defect,  how  he  had  acquired  it,  and  what  he  must  do  to  eradi- 
cate it.  I  explained  to  him  its  original  cause,  namely,  the 
adenoid  thickening  in  the  pharynx  interfering  with  the  normal 
movements  of  the  organs  of  speech.  I  told  him  that  the  cause 
had  been  removed,   but  that  the  habit   of  faulty  speech  still  re- 
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mained,  and  that  he  would  have  to  learn  to  make  these  sounds 
properly.  I  explained  to  him  the  positions  which  the  different 
parts  of  the  tongue  should  take  in  their  utterance,  and  he  set 
about  to  learn  them.  He  then  seemed  to  have  too  much  tongue, 
and  when  he  attempted  to  put  the  tip  up  to  the  roof  of  the  mouth 
behind  the  teeth  it  persisted  in  lapping  over  the  teeth,  and  thus  a 
new  fault  was  developed,  namely,  lisping,  and  we  began  to  despair 
of  ever  getting  a  clear  "  S  "  sound.  When  he  did  not  make  the 
sound  through  his  nose  he  lisped,  and  it  was  only  after  several 
weeks  of  patient  and  persistent  effort  that  he  gradually  learned  to 
place  the  tip  of  the  tongue  in  the  right  position  for  the  sibilant 
sounds.  He  can  do  it  now,  however,  with  considerable  precision, 
and  these  sounds  are  very  good,  as  you  will  observe. 

The  labial  sounds  are  still  a  little  faulty  when  he  is  off  his 
guard,  and  I  have  given  him  some  special  lip  exercises  which,  if 
persisted  in,  will  have  a  tendency  to  enable  him  to  overcome  this 
fault  in  spite  of  the  little  anatomical  peculiarity  which  I  have 
pointed  out  in  the  position  of  the  inferior  maxillary  bone. 

Note. — Since  writing  this  article,  the  patient  has  made  great 
improvement  in  speech,  so  that  now  scarcely  a  trace  of  any  de- 
fect remains. 

DISCUSSION. 

Dr.  H.  HoLBROOK  Curtis  (New  York)  exhibited  the  instru- 
ment known  as  the  Laryngo-Stroboscope,  devised  by  Professor 
Oertel,  of  Munich,  for  viewing  the  vibrations  of  the  vocal  cords. 
The  instrument  is  constructed  on  the  principle  of  the  well-known 
siren,  and  is  set  in  motion  by  an  electromotor.  If,  for  example, 
the  siren  and  the  patient  are  made  to  sing  the  same  note — say  C 
— there  will  be  512  vibrations  of  the  vocal  cord  per  second,  and 
the  same  number  of  interruptions  of  the  visual  field  by  the  siren; 
under  these  conditions  the  observer  will  see  the  vocal  cords  ap- 
parently at  rest.  By  looking  slowly  from  one  side  of  the  cord  to 
the  other,  and  properly  adjusting  the  speed  of  the  instrument 
with  reference  to  the  note  sung  by  the  patient,  the  observer  is 
enabled  to  see  the  nodes  and  segments  of  the  entire  cord.  By 
this  instrument,  the  speaker  said,  the  usually  accepted  theories  as 
to  the  manner  of  vibration  of  the  vocal  cords  had  been  absolutely 
disproved.  With  this  instrument  the  "nodules  of  attrition" 
could  be  seen,  and  the  patient  could  be  taught  by  a  new  method 
to  sing  in  such  a  way  as  to  remove  the  vocal  difficulty  arising 
from  these  nodules  often  inside  of  a  week,  even  in  cases  of  very 
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l6ng  standing.  The  patient  should  be  given  a  suitable  note  to 
sing,  and  should  practise  singing  this  note  according  to  a  certain 
method  at  short  intervals  every  day.  In  this  way  a  very  speedy 
cure  of  the  nodules  themselves  is  brought  about. 

Dr.  Curtis  also  exhibited  an  auroscope  invented  by  Dr. 
Miiller,  of  Carlsbad,  in  which  an  electric  lamp  was  included  in  the 
speculum,  which  enabled  the  observer  to  study  the  movements  of 
the  ossicles  under  intense  illumination,  a  hand-bulb  of  rubber 
being  attached  as  in  the  auroscope  of  Ziegel. 


PRACTICAL  EXPERIENCE  WITH  AUTOSCOPY  (EXAM- 
INATION OF  THE  AIR-PASSAGES  WITHOUT  MIR- 
ROR).     A   PRELIMINARY  COMMUNICATION. 


BY  MAX  THORXER,    A.M.,    M.  D. 


From  the  time  that  Dr.  Alfred  Kirstein  of  Berlin  published 
his  first  communications  regarding  his  new  method  of  autoscopy, 
or  direct  inspection  of  the  air-passages  without  a  mirror,  until  now, 
when  his  greatly  improved  and  perfected  method  is  before  the 
profession,  there  has  not  elapsed  sufficient  time  to  gather,  by  col- 
lective investigation,  the  necessary  amount  of  evidence  as  to  the 
real  value  of  his  discovery.  It  is  needless  to  investigate  whether 
the  principle  of  this  method,  /.f. ,  the  possibility  of  direct  linear 
inspection  of  the  larynx  and  the  trachea,  is  a  new  one,  or  whether 
it  has  been  occasionally  made  use  of  by  former  observers;  the  fact 
remains  that  Kirstein  was  the  one  who  first  applied  this  principle 
practically  and  systematically,  and  who  constructed  upon  this 
foundation  a  method  which  is  at  once  new,  ingenious,  and  in  its 
present  form,  probably  perfect.  I  need  not  enter  into  a  detailed 
description  of  this  method,  as  there  is  sufficient  literature  on  the 
subject  to  give  all  necessary  information;  the  most  exhaustive 
description  being  the  monograph  on  autoscopy  by  Kirstein  him- 
self.* 

I  will,  therefore,  limit  myself  to  say  that  the  underlying  prin- 
ciple rests  upon  the  possibility  of  bringing  the  imaginary  axis  of 
the  laryngotracheal  tube  and  of  the  buccal  cavity,    which  ordi- 

*  A.  Kirstein,  "Autoscopy   of  the  Larynx  and  of  the  Trachea."    Philadelphia:   The  F.  A. 
Davis  Company. 
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narily  are  joined  at  an  obtuse  angle,  into  a  straight  line.  This  is 
effected  by  pushing  the  tongue,  through  forward  and  downward 
pressure,  by  means  of  a  specially  constructed  spatula,  out  of  the 
way.  In  doing  this  the  epiglottis  is  elevated,  through  firm  pres- 
sure upon  the  median  glosso-epiglottidean  ligament,  and  thus  it  is 
possible  to  get  a  direct  view  of  the  well-illuminated  larynx  and 
of  the  trachea,  especially  if  the  neck  is  slightly  stretched  forward. 
What  is  the  advantage  of  an  additional  method  of  examining 
the  air-passages  ?  For  the  inventor  himself  rejects  the  idea  that 
autoscopy  could  ever  supplant  laryngoscopy.  On  general  prin- 
ciples we  must  admit  that  a  new  method,  the  principle  of  which 
is  so  radically  different  from  that  of  laryngoscopy,  must  of  neces- 
sity add,  in  someway  or  other,  to  our  diagnostic  and  therapeutic 
armamentarium.  It  is,  above  all,  noteworthy,  that  we  are  able  to 
see  the  parts,  /.<?.,  the  larynx,  the  sub-glottic  space,  and  more  or 
less  of  the  trachea,  in  many  cases  down  to  the  bifurcation, rt'/Vr;://)', 
and  not  in  the  reflected  image.  The  difference  is  most  noticeable, 
especially  when  we  see  the  autoscopic  image  for  the  first  time. 
The  colors  appear  different,  more  vivid;  the  anatomical  details  are 
more  distinct,  and  more  plastic;  and  differences  of  dimensions, 
especially  as  to  height  and  depth,  are  more  clearly  appreciated. 
There  are,  however,  two  special  advantages,  which  are  in  my  opin- 
ion alone  important  enough,  to  secure  to  autoscopy  a  permanent 
place  in  our  methods  of  examining  the  air-passages;  the  first  is  the 
possibility  of  being  able  to  get  a  good  and  direct  view  of  those 
portions  of  the  laryngotracheal  tract  offeringordinarily  the  great- 
est obstacles  to  a  good  inspection;  viz..^  the  interior  of  the  trachea, 
which, with  the  autoscope  can  in  most  cases  be  partially  seen,  and 
in  some  cases  as  far  down  as  the  bifurcation;  and  the  posterior 
wall  of  the  larynx  of  which  the  autoscopic  method  affords  almost 
a  surface  view,  a  view  as  cannot  be  obtained  by  any  other 
method.  And  what  this  means  for  the  differential  diagnosis  of 
certain  affections  of  the  interarytenoid  fold,  is  too  well  known 
to  require  any  comment.  The  second  advantage  is  the  undeni- 
able fact  that  young  children  can  be  examined  by  the  autoscopic 
method  without  great  difficulty,  while  a  laryngoscopic  examination 
of  them  is  often  well-nigh  impossible.  On  the  other  hand,  it  must 
be  admitted,  and  Dr.  Kirstein  himself  calls  attention  to  it,  that 
there  are  certain  shortcomings  of  this  method.  There  are  a 
number  of  patients  in  whom  the  autoscope  cannot  be  used  at  all, 
or  only  after  previous  cocainization  of  the  parts;  in  others  it  is  not 
possible  to  get  a  view  of  the  trachea,  or  of  all  of  the  larynx;  and 
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of  certain  portions  of  the  larynx,  for  instance  the  anterior  com- 
missure, the  ventricles  of  Morgagni,  and  the  pyriform  sinuses, the 
autoscopic  examination  furnishes  in  the  majority  of  cases  no  good 
view  at  all. 

My  experience  regarding  the  possibility  of  autoscopic  exami- 
nations is  as  follows:  Autoscopic  manipulations  must  be  practised 
for  some  time  before  the  examiner  acquires  the  necessary  dexter- 
ity. It  is  not  just  to  judge  about  this  method  without  this  pre- 
vious experience,  as  wrong  conclusions  might  be  readily  drawn 
from  lack  of  practice.  Kirstein  himself  points  this  clearly  out  in 
his  book.  In  about  fifteen  to  twenty  per  cent,  of  my  cases  was  it 
possible  to  get  a  good  and  complete  view  of  the  larynx  and  of  the 
trachea;  in  about  one-third  of  these  cases  it  was,  however,  not 
possible  to  see  the  anterior  commissure.  This  difficulty  may  pos- 
sibly be  overcome,  at  least  in  part,  by  elevating  the  larynx  from 
the  outside  with  the  thumb,  a  little  help  lately  advocated  by  the 
inventor.  In  about  fifty  to  sixty  per  cent.,  part  of  the  larynx, 
especially  the  posterior  wall,  the  upper  portion  of  the  trachea 
could  distinctly  be  seen.  In  the  rest  the  autoscopic  examination 
was  for  various  reasons  not  possible.  These  figures  are,  of  course, 
only  approximative,  as  I  deducted  them  from  my  first  attempts 
when  I  had  less  experience,  and  from  my  later  examinations. 
They  may  probably  be  slightly  changed  in  another  series  of  exper- 
iments. I  did  not  find  any  great  difference  as  to  sex  in  the 
applicability  of  this  method,  although  at  times  it  appeared  to  me 
that  women  were  better  subjects  for  the  autoscopic  examinations 
than  men.  Very  rarely  was  pain  complained  of,  and  upon  inquiry 
patients  would  usually  admit  that  the  method  was  more  or  less 
disagreeable,  but  not  to  such  an  extent  that  it  appeared  in  any 
way  an  obstacle  to  repeated  manipulations.  In  fact,  if  properly 
done,  that  is  firmly  and  yet  gently,  most  patients  get  readily  used 
to  it.  I  had  a  similar  experience,  as  Dr.  Ephraim,*  with  a  female 
patient,  who  greatly  preferred  the  autoscopic  to  the  laryngoscopic 
examination.  However,  this  must  be  looked  upon  as  an  excep- 
tional occurrence.  Autoscopy  should,  this  is  self-evident,  be 
looked  upon  as  supplementary  to,  and  not  as  supplanting,  laryngo- 
scopic examination.  In  most  cases  it  can  be  dispensed  with,  and 
should  in  every  case  be  preceded  by  the  use  of  the  mirror.  In 
many  cases  autoscopy  will  give  us  most  valuable  information 
where  laryngoscopy  fails.      This  is  especially  true  in  affections  of 

*  A.  Ephraim,  "  Ueber  diedirecte  Laryngoscopic"  (Autoscopic).    Monaisschr.f,   Ohrenheilk- 
February,  iSq6. 
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the  posterior  wall  of  the  larynx  and  of  the  trachea.  It  enabled 
me  in  a  case  of  stenotic  breathing  to  distinctly  see  a  compression 
of  the  trachea,  probably  due  to  an  enlarged  thyroid  gland,  which 
could  not  be  seen  w'ith  the  laryngoscopic  mirror. 

For  therapeutic  purposes  my  experience  is  as  yet  limited.  I 
found  it  very  useful  for  intratracheal  injections,  which  are  much 
facilitated  in  such  patients,  in  which  the  method  can  at  all  be 
readily  exhibited.  For  this  purpose  I  had  a  syringe  constructed, 
with  silver  tube  bent  at  an  angle  of  about  135  degrees.  Of  oper- 
ative procedures  I  can  report  but  one,  namely  the  removal  of  a 
large  piece  of  chicken-bone,  about  1J4  inches  long,  from  the 
the  larynx.  I  used  a  very  slender,  serrated,  straight  tube-forceps, 
8  inches  long,  in  Krause's  universal  handle,  such  as  is  used  for 
the  male  urethra.  The  removal  was  accomplished  without  any 
difficulty. 

In  conclusion  I  will  say  that  I  consider  autoscopy  the  most 
important  addition  to  our  technical  resources  made  since  the  dis- 
covery of  the  laryngoscope  by  Garcia.  And  I  have  no  doubt  that 
henceforth  every  one,  who  wishes  to  master  the  technic  of  laryn- 
gology, will  have  to  familiarize  himself  with  this — after  all  aston- 
ishingly simple — method  of  laying  the  air-passages  open  to  direct 
inspection. 


OTITIS    MEDIA    SUPPURATIVA    WITH    AN     UNUSUAL 
PERFORATION    OF    THE    MASTOID. 


BY   E.    E.    HOLT,    M.D. 


The  single  case  I  have  to  report  to  you  is  that  of  a  man,  a 
high  school  teacher  of  Boston,  forty-five  years  of  age,  who  had 
earache  on  the  22d  of  June  last.  This  continued  at  times  quite 
severe,  for  five  days,  when  it  subsided,  followed  by  a  discharge. 
He  consulted  a  physician,  who  advised  syringing  and  some  medi- 
cation, but  did  not  impress  him  with  the  idea  that  it  was  of  any 
consequence,  hence  he  did  not  give  the  ear  much  attention,  but 
went  about  as  usual,  and  while  at  the  beach  three  weeks  after  the 
abscess  broke  he  went  in  bathing.  The  discharge  had  subsided, 
but  had  again  returned  and  he  had  syringed  the  ear,  in  fact,  when 
he  consulted  me  on  the  30th  of  July,   thirty-three  days  after  the 
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abscess  had  broken  in  the  ear,  he  gave  a  history  which  is  not  un- 
common to  many  of  these  cases. 

Examination  of  the  ear  showed  a  perforation  in  the  anterior 
inferior  portion  of  the  membrana  tympani,  through  which  a  moder- 
ate, mucopurulent  discharge  issued.  The  ear  was  carefully 
cleansed  with  cotton  and  astringents  applied.  He  complained  of 
twinges  of  pain  in  the  ear  at  times,  but  there  was  no  tenderness 
or  swelling  to  be  observed  about  or  over  the  mastoid.  His  gen- 
eral health  was  good,  appetite  excellent,  and  no  rise  in  tempera- 
ture; in  fact,  he  was  a  little  surprised  to  find  that  I  thought  the 
disease  of  the  ear  of  enough  importance  for  him  to  remain  with 
me  and  have  it  treated  daily,  thus  breaking  up  all  his  plans  for 
the  remainder  of  his  vacation. 

The  treatment  consisted  in  cleansing  the  ear  thoroughly  and 
the  application  of  astringents. 

The  progress  was  not  satisfactory,  inasmuch  as  the  discharge 
did  not  diminish,  and  the  twinges  of  pain  were  more  frequent. 
While  there  was  no  characteristic  swelling  of  the  mastoid  or 
tenderness  in  this  region  there  was  thought  to  be  a  slight  promi- 
nence of  the  tissues  below  the  mastoid,  a  swelling  in  the  neck. 
The  temperature  had  at  times  risen  a  little  above  normal,  never 
above  38°  C.  His  appetite  kept  good,  and  he  felt  no  depression  of 
spirits.  However,  a  consultation  with  Drs.  Spalding  and  Meserve 
was  advised  and  held,  on  the  sixteenth  day  of  the  treatment,  with 
the  result  that  no  operative  interference  was  advised.  Within  a 
few  days  after  this  time  the  swelling  in  the  neck  increased,  and 
the  mastoid  was  involved  in  this  process,  there  was,  however,  but 
little  change  in  the  temperature;  his  appetite  and  general  condi- 
tion was  good,  and  the  discharge  from  the  ear  remained  small  in 
quantity  and  about  the  same  in  quality.  At  this  time,  it  being 
the  twenty-first  day  of  the  treatment,  I  decided  to  open  the 
mastoid.  The  patient  being  etherized,  and  with  the  assistance  of 
Drs.  Cousins,  Meserve,  and  Spalding,  I  chiseled  away  the  outer 
wall  of  the  mastoid,  to  find  the  whole  bone  involved  in  a  carious 
process,  a  perforation  on  the  inner  aspect  of  the  mastoid  process 
where  it  joins  the  base  of  the  skull,  with  pus  tracts  leading  down 
the  inner-muscular  spaces  of  the  neck.  All  the  carious  bone, 
which  included  most  of  the  mastoid,  was  removed,  the  pus  tracts 
in  the  neck  cleansed,  and  the  whole  packed  with  iodoform  gauze. 

It  is  unnecessary  for  me  to  give  the  details  of  the  subsequent 
treatment,  suffice  it  to  say,  the  patient  made  an  excellent  re- 
covery, the  mastoid  being  well  filled   in,    the  perforation  of  the 
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membrana  tympani  closed,  and  the  hearing  restored.  The  points 
of  interest  in  the  case  are  the  perforation  of  the  mastoid  process, 
and  the  burrowing  of  septic  material  in  the  inner  muscular  spaces 
in  the  neck  with  so  little  local  or  general  disturbance.  Of  course, 
the  conditions  which  give  rise  to  these  serious  results  are  too 
commonly  met  with  in  the  practice  of  otology,  namely,  the  advice 
which  does  not  impress-  the  patient  with  the  importance  of  caring 
for  the  ear  or  the  body  in  an  intelligent  manner  until  the  parts  in- 
volved in  the  inflammation  have  returned  to  a  normal  condition 
and  the  function  of  the  organ  restored.  It  is  a  self-evident  fact 
that  a  remedy  capable  of  doing  good  when  rightly  used  is  also 
capable  of  doing  harm  when  wrongly  used.  It  is  also  evident 
that  a  delicate  organ  like  the  ear  should  be  treated  under  close 
inspection,  and  the  effects  of  the  remedies  carefully  watched,  and 
that  no  one  is  fully  competent  to  do  this  except  a  physician  who 
has  given  time  to  the  study  and  treatment  of  these  cases;  there- 
fore, to  give  advice  to  a  patient  or  an  attendant  to  syringe  the 
ear  is  unwise,  and  not  infrequently  leads  to  serious  complications. 
The  writer  is  of  the  impression  that  taken  a  given  number  of 
cases  of  acute  suppurative  inflammation  of  the  ear  more  would 
get  well  without  any  syringing  than  with  it,  unless  the  syringing 
is  done  with  that  intelligent  care  which  is  derived  from  close  in- 
spection of  the  parts  involved. 

A  large  number  of  cases  of  acute  suppurative  inflammation  of 
the  ear  recover  with  the  simplest  treatment,  namely,  that  of  pla- 
cing cotton  in  the  meatus,  not  plugging  it  up,  and  removing  it  as 
often  as  it  becomes  saturated  with  the  discharge. 

When  this  is  not  sufficient  it  has  been  my  practice  to  teach 
the  patient  how  to  spin  cotton  on  a  probe  or  toothpick  so  as  to 
protect  the  end,  and  cleanse  the  ear  with  this,  so  that  the  number 
in  which  syringing  is  necessary  is  very  small,  and  advice  is  rarely 
given  for  a  patient  or  an  attendant  to  syringe  an  ear.  It  is  be- 
lieved that  in  this  way  complications  may  be  avoided  in  individual 
cases,  and  the  practice  of  indiscriminate  syringing  is  not  pro- 
mulgated. 

DISCUSSION, 

The  President  said  that  these  cases  opening  into  the  digas- 
tric fossa  were  among  the  most  interesting  with  which  we  had  to 
deal.  He  had  recently  seen  a  case  very  similar  to  the  one 
reported.  Although  the  temperature  had  been  taken  at  intervals 
of  two  hours  no  elevation  of  temperature  was  recorded  while  the 
patient   was    under   observation.      At   the  first    incision    pus  was 
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evacuated,  and  it  was  found  that  the  interior  of  the  mastoid  was 
entirely  broken  down.  The  only  symptoms  of  mastoid  inflamma- 
tion in  this  case  were  local  tenderness  and  a  sinking  of  the  upper 
and  posterior  walls  of  the  canal.  His  own  experience  had  been 
that  patients  were  apt  to  infect  the  auditory  canal  in  using  cotton 
to  cleanse  the  parts.  While  it  was  usually  unwise  for  a  patient  to 
syringe  out  his  own  ear,  one  of  the  family  could  be  easily  taught 
to  do  it  properly,  and  this  method  of  cleansing  had  always  been 
the  most  successful  in  his  experience. 


CHANCRE     OF    THE    TONSIL    AND    TONGUE,     WITH 
REPORT  OF  FOUR  CASES. 


BY    T.     C.     EVANS,     iM.D. 


Before  reporting  the  following  cases  I  wish  to  say  a  few  words 
in  regard  to  the  diagnosis  of  primary  syphilis  of  the  mouth  and 
tonsils.  Some  recent  experiences  lead  me  to  believe  that  the  pro- 
fession generally  greatly  overestimates  its  difficulty,  and  that 
many  are  inclined  to  take  the  throat  surgeons' diagnosis  of  chancre 
of  this  region  with  a  liberal  allowance  of  salt,  and  to  consider 
such  diagnosis  a  little  better  than  a  bold  guess.  While  chancres 
of  this  region  differ  in  some  respects  from  the  cutaneous  or  muco- 
cutaneous genital  chancre  and  lack  some  of  its  characteristics — 
still,  they  present  to  the  careful  observer  an  appearance,  and 
clinical  history  sufficiently  distinctive  to  warrant  the  diagnosis  of 
primary  syphilis,  or  at  least  a  stay  of  proceedings  until  the  ap- 
pearance of  additional  evidence  in  the  shape  of  secondary  mani- 
festations. 

Taking  into  consideration  the  fact  that  all  ulcerative  lesions  of 
the  mucous  membrane  of  the  mouth  and  pharynx  are  almost  cer- 
tainly malignant,  tubercular,  or  syphilitic,  we  find  a  diagnosis  can 
be  arrived  at  by  exclusion.  As  far  as  the  tonsil  itself  is  con- 
cerned we  may  go  still  farther  and  say  that  an  ulceration  begin- 
ning in  the  tonsil  means  either  carcinoma  or  syphilis.  Carcinoma 
will  be  excluded  by  the  fact  that  the  pain,  the  enlargement  of  the 
tonsil  and  the  glandular  involvement,  all  precede  the  ulcerative 
process  by  two  or  three  months.  Then  again,  the  ulceration  of 
carcinoma  is,  in  itself,  characteristic  in  that  the  ulcerated  area  is 
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elevated  and  its  edges  overhang  the  surrounding  mucous  mem- 
brane, and  is  surrounded  by  a  bright  red  areola. 

The  greatest  difficulty  in  the  diagnosis  of  chancre  of  this 
region  lies  in  its  differentiation  from  the  ulcerations  of  the  second- 
ary and  tertiary  stages  of  syphilis.  Chancres  of  the  tonsil 
present  the  ordinary  characteristics  of  primary  lesions  in  general 
except  that  they  involve  a  larger  surface,  and  that  the  induration 
as  a  rule  is  not  so  well  marked.  The  ulcers  are  sluggish  and 
covered  with  a  grayish-white  exudate.  They  are  of  varying 
depths  and  have  sloping  edges.  The  involvement  of  the  cervical 
and  submaxillary  glands  is  marked,  constant,  and  characteristic. 
This  unilateral  grandular  enlargement  I  consider  the  most  im- 
portant and  distinctive  point  in  the  differential  diagnosis. 

The  superficial  ulcerations  of  secondary  syphilis  are  excluded 
by  the  fact  that  they  are  always  bilateral  and  more  or  less  sym- 
metrical— the  glandular  involvement  is  slight  and,  of  course,  also 
bilateral. 

The  tertiary  lesions  may  be  single  or  multiple.  The  ulcer  is 
crater-like,  deeply  excavated  with  shelving  edges;  the  glands  are 
but  little,  if  at  all  enlarged,  and  are  not  sensitive  to  pressure.  By 
a  little  tact  and  skill  in  questioning  and  examining  the  patient, 
enough  evidence  can  usually  be  obtained  to  either  exclude  or  es- 
tablish the  hi-story  of  infection  by  the  genital  route. 

Some  months  ago  I  made  the  following  report  to  the  Louis- 
ville Clinical  Society:* 

Case  I. — On  February  14th,  Dr.  A.  said  he  had  experienced 
some  pain  on  swallowing,  and  had  a  slight  elevation  of  tempera- 
ture for  the  past  three  weeks.  On  examination  I  found  the  left 
tonsil  considerably  enlarged.  A  little  anterior  to  the  center  of 
the  tonsil  was  a  deep,  oval-shaped  ulcer,  about  three-quarters  of 
an  inch  in  length,  the  long  diameter  being  from  above  down- 
ward; the  anterior  margin  of  the  ulcer  involved  that  part  of  the 
tonsil  covered  by  the  anterior  pillar  of  the  fauces.  The  free 
margin  of  this  anterior  pillar  was  also  involved  in  the  ulcerative 
process.  This  ulcerated  margin  was  from  one-half  to  three- 
quarters  of  an  inch  in  length;  the  ulcer,  both  on  the  tonsil  and 
the  anterior  pillar  of  the  fauces,  was  covered  with  a  grayish-white 
membrane  or  exudate.  The  entire  soft  palate  and  uvula  were 
very  much  congested,  but  not  edematous.  The  deep,  cervical 
glands  were  much  enlarged,  producing  quite  a  perceptible  ex- 
ternal deformity. 

*  Journal  Cutaneous  and  Cenite- Urinary  Diseases,  October,  1895. 
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The  patient  was  a  robust  man  of  thirty-two  years.  I  was  satis- 
fied that  the  ulceration  was  syphilitic,  and  from  the  general  ap- 
pearance of  the  throat,  the  clean-cut  appearance  of  the  anterior 
pillar,  the  ulceration  of  the  tonsil,  the  absence  of  edema  of  the 
palate  and  uvula,  the  marked  enlargement  of  the  cervical  glands, 
I  felt  almost  sure  the  lesion  was  primary.  I  requested  him  to  re- 
move his  clothing,  when  I  found  that  over  his  chest  and  back  his 
body  was  the  seat  of  a  papular  eruption — the  typical  and  unmis- 
takable papular  syphilide.  The  diagnosis  was  a  complete  surprise 
to  the  patient,  who,  by  the  way,  is  a  married  man.  He  could 
think  of  no  possible  exposure,  and  said  that,  so  far  as  he  knew, 
he  had  not  a  single  syphilitic  among  his  clientele,  which  is  com- 
posed almost  wholly  of  a  rural  population.  I  think  his  statement 
is  correct  as  far  as  he  knew,  as  he  is  an  honorable  gentleman. 

On  my  advice,  he  sought  the  opinion  of  a  number  of  throat 
specialists,  as  well  as  the  genito-urinary  surgeons.  At  his  next 
visit  he  told  me  they  had  all  concurred  in  my  diagnosis,  and  he 
accordingly  began  with  antisyphilitic  treatment. 

I  wish  to  supplement  this  report  by  adding  two  cases  of  chan- 
cre of  the  tonsil  and  one  of  the  tongue. 

Case  II. — On  September  4th,  J.  H.,  aged  twenty-five,  came 
into  my  clinic  at  the  Kentucky  School  of  Medicine,  stating  that 
he  had  a  sore  mouth.  On  examination,  I  found  three  or  four 
abrasions  of  the  lips  and  mouth  that  looked  like  the  superficial 
ulceration  of  the  second  stage  of  syphilis.  The  young  man  denied 
having  any  sore  about  his  genital,  and  a  careful  examination 
showed  the  truth  of  his  assertion.  Making  a  careful  examination 
of  the  throat,  I  found  a  deep,  circular  ulcer  of  right  tonsil.  The 
ulcer  was  situated  at  the  extreme  upper  part  of  the  tonsil,  and 
almost  hidden  by  the  anterior  pillar  of  the  palate,  and  was 
covered  with  a  grayish-white  deposit.  The  induration  could  be 
easily  made  out  by  palpation.  The  cervical  glands  were  greatly 
enlarged  on  the  right  side,  and  exceedingly  painful.  He  said  the 
glands  had  been  enlarged  for  three  or  four  weeks  The  man  was 
living  with  a  prostitute,  who  was  under  treatment  at  the  same 
clinic  for  mucous  patches  of  throat  and  mouth.  The  diagnosis  of 
chancre  of  the  tonsil  was  made  at  the  first  examination.  The 
patient  left  the  clinic  and  passed  into  the  hands  of  a  physician  in 
private  practice,  from  whom  I  learn  that  he  developed  a  typical 
secondary  eruption,  leaving  no  doubt  as  to  the  diagnosis. 

Case  III. — On  December  10,  1895,  I  saw  in  consultation, 
Mrs.  S.,  aged  sixty-three.      She  had  an  ulcer  on  the  right  tonsil 
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of  six  weeks'  duration.  The  ulcer  was  about  the  size  of  a  dime, 
slightly  excavated,  rather  irregular  in  its  outline,  and  covered 
with  a  grayish  deposit.  She  complained  of  pain  on  deglutition 
and  pain  in  the  right  ear.  The  tonsil  was  pushed  well  out  to- 
ward the  median  line,  and  was  considerably  larger  than  we  would 
expect  in  a  person  of  this  age;  the  hypertrophy  was  more  ap- 
parent than  real,  from  the  fact  that  it  was  forced  out  of  its  bed 
and  pushed  into  the  fauces  by  the  enlarged  cervical  glands.  The 
swelling  of  these  glands  was  sufficient  to  produce  quite  a  percepti- 
ble external  deformity,  and  was  painful  and  sensitive.  The 
diagnosis  of  chancre  of  the  tonsil  was  made,  and  the  patient  put 
upon  palliatives  and  placebos  to  await  developments.  The  ulcer- 
ation afterward  extended  to  the  anterior  pillar  of  the  palate  and 
was  exceedingly  obstinate  and  tedious;  its  healing  was  not  com- 
plete until  the  end  of  the  fourth  week.  Two  weeks  after  the 
healing  of  the  ulcer  of  the  tonsil,  and  twelve  weeks  from  the  time 
of  its  inception,  the  belated  secondary  manifestation  made  its  ap- 
pearance in  the  palms  of  the  hands,  then  on  the  neck  and  face, 
and  later  she  developed  the  typical  secondary  lesions  of  the 
mouth  and  throat. 

Case  IV. — A  lawyer,  aged  thirty  years,  was  referred  to  me  by 
a  dermatologist  for  an  opinion  in  regard  to  a  throat  affection. 
On  examination,  I  found  the  apex  of  each  tonsil  covered  by  a 
pseudomembranous  mucous  patch,  the  lesions  being  symmetrical. 
He  said  three  months  prior  to  the  time  he  came  to  consult  me  he 
noticed  a  small  ulcer  on  the  end  of  his  tongue  on  the  dorsal 
surface  of  the  tip  a  little  to  the  left  of  median  line.  It  was 
rather  •, sinful,  but  the  principal  inconvenience  was  from  a  feel- 
ing of  soreness  or  stiffness  of  the  muscles  at  the  root  of  the 
tongue  and  left  side  of  the  neck.  As  the  ulcer  persisted  for  five 
or  six  weeks,  he  became  uneasy,  lest  the  trouble  might  be  specific 
or  malignant,  and  went  to  a  neighboring  city  for  medical  advice. 
He  was  seen  by  three  different  physicians,  all  of  w^hom  assured 
him  it  was  not  specific,  but  was  probably  due  to  some  hepatic  or 
alimentary  disorder.  They  prescribed  Carlsbad  water  for  the 
correction  of  his  supposed  disorder,  and  he  returned  to  his  home. 
At  the  time  of  my  examination,  the  ulcer  of  the  tongue  had  com- 
pletely healed,  and  its  site  was  marked  by  a  smooth  glistening 
spot,  entirely  devoid  of  papilla.  With  the  exception  of  some 
suspicious-looking  spots  on  the  palmar  surface  of  the  hands,  the 
lesion  of  the  tonsil  was  the  only  manifestation  of  secondary 
syphilis.      But  these  were  sufficiently  characteristic  to  warrant  the 
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diagnosis  of  syphilis.  A  few  days  later,  several  syphilides  made 
their  appearance  on  the  face  and  neck.  He  also  developed 
mucous  patches  around  the  anus. 

Chancres  of  the  tongue  are  less  common  than  of  the  tonsils, 
as  shown  by  the  following  statistics: 

Bulkley,  in  his  recent  work,  "Syphilis  in  the  Innocent,"  in 
discussing  the  location  of  the  primary  lesions,  says  that  extra- 
genital chancres   "form  possibly  ten  per  cent,   of  the  whole." 

The  same  author  has  tabulated  the  location  of  9058  re- 
corded cases  of  extragenital  chancres;  of  these  there  occurred 
on  the  lips,  1810;  on  the  breast  and  nipple,  1148;  buccal 
cavity,  734;  fingers  and  hand,  462;  eyelids  and  conjunctiva, 
372;  tonsils,  307;  throat,  264;  tongue,  157;  chin,  146;  cheek, 
145;  trunk,  100;  nose,  95;  arms,  87;  perigenital,  77;  legs  and 
thigh,  73;  forearm,  59;  neck,  47;  gums,  42;  forehead  and 
temples,  37;  ears,  27;  vaccination,  1863;  cupping  and  pleb- 
otomy,  745;  circumcision,  179;  tattooing,  82.  It  will  be  seen 
from  this  table  that  three  and  one-half  per  cent,  of  all  extra- 
genital chancres  occur  on  the  tonsil. 

Then  we  must  take  into  consideration  the  probability  that 
a  large  proportion  of  the  734  recorded  as  occurring  in  the  buccal 
cavity,  and  the  264  in  the  throat  were,  in  fact,  chancres  of  the 
tonsil. 

I  think  it  probable  that  next  to  the  lips  the  tonsil  is  the  most 
frequent  seat  of  extragenital  chancre,  and  that  possibly  ten  per 
cent,  of  all  extragenital  chancres  are  tonsillar.  The  mucous 
membrane  of  the  palate  and  faucial  pillars,  presenting  as  it  does  a 
smooth,  dense  tissue,  covered  with  squamous  epithelium,  offers 
little  chance  of  infection.  Hence  it  is  not  unreasonable  to  sup- 
pose that  the  syphilitic  virus  passes  over  this  part  of  the  alimentary 
tract,  and  finds  in  the  open  crypts  of  the  tonsils  a  field  most  ad- 
mirably fitted  for  its  protection  and  growth.  In  most  instances 
the  infection  takes  place  in  a  tonsil  already  hypertrophied,  which 
seems  to  afford  a  favorable  condition  for  the  development  of  the 
disease.  The  early  development  of  the  secondary  eruption  ap- 
pears to  be  rather  characteristic  of  the  tonsillar  chancre.  This  is 
probably  due  to  the  large  size  of  the  initial  sore  and  to  the  fact 
that  the  tonsil  is  so  intimately  connected  with  the  lymphatic 
system,  the  eruption  making  its  appearance  in  from  two  to  four 
weeks.  In  my  last  case  the  eruption  was  delayed  until  the 
twelfth  week.  The  eruption  is,  in  most  cases,  papular  in  charac- 
ter, still  further  confirming  the  rapid  absorption,   as  the  appear- 
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ance  of  the  papular  syphilide  is  usually  delayed  until  the  third  or 
fourth   month. 

The  earlier  writers  on  diseases  of  the  throat  dismiss  the  sub- 
ject of  the  method  of  infection  with  the  bare  statement  that 
"  chancres  of  the  tonsil  are  due  to  bestial  practices  " — a  state- 
ment that  later  investigation  has  shown  to  be  incorrect  and  un- 
just. While  it  is  unfortunately  true  that  a  small  proportion  are 
undoubtedly  contracted  in  this  way,  by  far  the  larger  proportion 
are  traceable  to  other  causes,  and  most  of  them  have  been  inno- 
cently acquired.  Among  the  many  causes  alleged  in  the  cases  re- 
ported may  be  mentioned  kissing,  pipes,  cigars,  glass-blowers' 
instruments,  musical  instruments,  drinking  vessels,  forks,  spoons, 
feeding  bottles,  of  which  transmission  by  kissing  seems  to  be  the 
most  frequent.  In  only  one  of  my  four  cases  was  it  possible  to 
trace  the  source  of  infection.  In  looking  up  the  question  of 
extragenital  chancre  I  have  been  more  than  ever  impressed  with 
the  great  injustice  done  the  profession,  as  well  as  the  public,  by 
the  common  custom  of  teachers  and  text-books  considering 
syphilis  as  exclusively  and  essentially  a  venereal  disease,  forget- 
ting or  ignoring  the  fact  that  it  is  a  contagious  disease  due  to  the 
entrance  of  a  specific  virus  into  the  system;  that  it  is  venereal 
only  in  the  sense  that  illicit  sexual  relations  afford  the  most  favor- 
able conditions  as  well  as  the  most  frequent  opportunity  for  its 
propagation.  This  undue  attention  to  the  venereal  aspect  of  the 
disease,  or,  more  properly  speaking,  the  want  of  attention  to  its 
n on- venereal  aspect,  has  done  untold  harm  by  causing  many  an 
unfortunate,  but  entirely  innocent,  patient  to  feel  himself  degraded 
and  disgraced,  knowing  as  he  does  that  the  occurrence  of  syphilis 
is  almost  invariably  associated  with  some  loathsome  sexual  dis- 
orders, both  by  the  laity  and  the  medical  profession.  To  add  to 
his  humiliation,  he  knows  that  his  statements  in  regard  to  the 
trouble  to  his  family,  intimate  friends,  and  even  his  physician, 
are  at  best  taken  with  a  large  degree  of  allowance.  The  failure 
on  the  part  of  the  physician  to  appreciate  the  fact  that  syphilis 
may  be  transmitted  by  many  other  means  than  by  improper 
sexual  relations  causes  many  cases  to  go  unrecognized,  as  in  the 
one  reported,  which  had  been  seen  by  two  physicians  prior  to  the 
time  the  patient  tame  to  this  city,  neither  of  whom  seem  to  have 
suspected  the  cause  of  the  trouble.  A  similar  lesion  on  the 
genitals,  with  the  enlarged  glands  in  the  groin  instead  of  neck, 
would  doubtless  have  been  diagnosticated  by  either  of  them  with- 
out hesitation. 
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A  hemorrhage  from  an  healthy  external  auditory  canal  is  a 
very  rare  and  unusual  condition;  and  a  hemorrhage  from  a  macro- 
scopic normal  cutaneous  surface,  is  a  condition  that  one  hardly 
expects  to  see.  Five  cases  of  this  condition  have  already  been 
reported,  and  I  wish  to  present  for  your  consideration  to-day  a 
sixth. 

The  five  cases  I  refer  to  have  been  reported  by  Ferreril,* 
Stepano\v,f  Eitelberg,];  Gradenigo,  ||  Stein.  §  The  cases  reported 
by  these  observers  were  all  alike  in  essential  features,  excepting 
Stein's.  The  first  four  occurred  in  hysterical  women,  and  were 
vicarious  to  menstruation.  In  these  cases  the  hemorrhage  only 
occurred  a  few  times,  never  being  continuous.  Stein's  case  was 
that  of  a  boy  of  thirteen  years  of  age.  These  authorities  sup- 
posed the  blood  to  issue  from  the  ducts  of  the  ceruminous  glands. 
In  Grodinigo's  case  there  was  distinct  syphilitic  history. 

The  patient  is  a  negro,  female,  thirty  years  of  age,  a  prosti- 
tute. Her  previous  history  presents  nothing  of  interest  previous 
to  coming  under  my  observation.  I  first  saw  her  in  May,  1893, 
for  a  syphilitic  lesion  of  the  tonsils  and  pharyngeal  walls.  This 
lesion  manifested  itself  in  the  form  of  tertiary  ulcers.  The 
patient  denied  most  positively  the  existence  of  primary  lesion  or 
secondary  symptoms,  but  as  the  lesion  was  absolutely  character- 
istic there  was  never  any  suspicion  as  to  the  diagnosis.  As  the 
patient  would  not  keep  herself  under  treatment  in  a  satisfactory 
manner,  it  was  many  months  before  the  lesion  was  brought  to 
complete  resolution. 

About  a  year  after  the  syphilitic  lesions  in  throat  had  healed, 
she  sought  my  advice  on  account  of  an  occasional  showing  of 
blood  in  the  left  auditory  canal.  The  bleeding  would  take  place 
for  a  day  or  two,  and  be  followed  by  an  intermission  of  nearlv  a 

*  Arckiv.  f.  Ohrenkeilkunde.,  xiv,  p.  173. 

\  Mitth.  /.  OhrenkeiUntnde,  No.  ti,  1885. 

X  Jntemai.  Klin.  Rundschau,  Nos.  3  and  4. 

H  Arckiv./.  Ohrenheilhinde,  y.x\\\,  p.  Sa,  1889. 

S  Zeitscher/.  Ohrenkeilkunde,  .vxiv,  4. 
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week;  when  it  would  recur  again.  The  hemorrhage  kept  up  at 
about  this  degree  of  frequency,  and  with  about  the  same  inter- 
mission, for  a  period  of  six  months. 

In  February,  1895,  the  bleeding  became  more  copious,  and  in- 
termitted only  four  days  during  the  whole  month.  Since  March, 
1895,  the  hemorrhage  has  been  practically  continuous.  Some 
days  the  bleeding  will  be  more  profuse  than  on  others,  but  never- 
theless there  has  not  been  a  single  day  upon  which  there  has  not 
been  some  hemorrhage.  Since  January  of  the  present  year  the 
hemorrhage  has  been  more  profuse  than  at  any  period  since 
the  case  has  been  under  my  observation.  It  would  be  impossible 
to  measure  the  amount  of  blood  lost  during  the  twenty-four 
hours.  At  the  earlier  period  there  was  never  more  than  a  show- 
ing of  blood  in  the  canal;  the  cutaneous  surface  in  the  superficial 
portion  simply  being  moist  with  fresh  blood;  and  some  dry  blood, 
clotted,  in  the  deeper  portion  of  canal  and  over  membrana  tyni- 
pani.  Since  the  hemorrhage  has  become  more  copious,  I  always 
find  considerable  evidences  of  hemorrhage  at  each  visit.  The 
handkerchief  with  which  the  patient  binds  the  ear  generally  shows 
evidence  of  fresh  blood;  the  absorbent  cotton  with  which  she  fills 
out  the  concha  is  generally  saturated  with  fresh  blood;  the  super- 
ficial portion  of  canal  is  generally  filled  with  partially  coagulated 
blood;  and  the  deeper  portions  of  canal  with  dark  red,  fully  co- 
agulated clots.  The  patient  will  tell  me  that  she  had  changed 
her  dressing  within  an  hour  or  so  before  my  arrival.  I  should 
judge  that  she  was  bleeding  about  four  to  eight  grams  daily. 
Often  I  will  see  evidences,  such  as  bloody  cotton  in  the  cuspidor 
or  wash-bowl,  or  a  bloody  handkerchief  about,  which  bear  evi- 
dence to  the  truth  of  this  statement.  This  hemorrhage  had  no 
relation  to  the  menstrual  function.  The  bleeding  would  occur 
while  she  menstruated  and  during  the  intervals  of  menstruation. 
Since  the  bleeding  has  been  continuous  it  is  modified  in  no  way 
by  the  occurrence  of  the  menstrual  epoch. 

The  condition  of  the  ear  is  as  follows: 

The  pinna  is  shapely  and  normal  in  appearance.  The  meatus 
is  narrow  in  its  anterior-posterior  diameter,  on  account  of  a  slight 
thickening  of  the  anterior  wall  of  cartilaginous  canal. 

Auditory  Canal. — Normal  in  appearance  throughout.  There 
is  no  break  in  the  cutaneous  surface  throughout  the  whole  canal. 
The  membrana  tympani  present  the  usual  appearance  of  the  mem- 
brana in  an  advanced  case  of  chronic  middle-ear  catarrh.  It  is 
hardly  necessary  to  mention  that  there  is  not,  nor  ever  has  been, 
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any  congestion  or  solution  of  continuity  of  the  -membrana  tym- 
pani.  The  Eustachian  tube  is  patulous  and  air  enters  the  middle 
ear  freely  by  all  methods  of  inflation.  No  new  growth  or  ulcer- 
ation has  ever  shown  itself  in  the  canal. 

The  subjective  'symptoms  are  as  follows:  Pain  has  been 
very  marked  throughout  the  whole  history  of  the  case.  Spon- 
taneous pain  is  very  pronounced  over  mastoid  and  over  parietal 
region.  Pressure  on  the  mastoid  and  over  parietal  region  causes 
flinching  and  outcries  of  pain.  Drawing  upon  the  auricle  and  the 
introduction  of  speculum  are  also  very  painful  to  patient.  Tin- 
nitus has  been  a  gradually  increasing  symptom.  At  present 
patient  complains  very  greatly  of  it;  it  is  limited  solely  to 
the  affected  ear.  Vertiginous  attacks  are  very  frequent.  These 
attacks  of  vertigo  are  often  so  severe  as  to  cause  the  patient  to 
have  fears  as  to  her  personal  safety  when  on  the  street.  Deaf- 
ness in  affected  ear  is  marked  in  degree. 

During  the  early  history  of  the  case  when  the  hemorrhage 
was  intermittent  in  its  type,  and  even  now,  when  an  exacerbation 
of  the  bleeding  is  about  to  occur,  all  the  subject  symptoms  are 
intensified,  and  are  relieved  when  the  bleeding  sets  in. 

The  hearing  distance  for  left  ear  is  -^.  The  tuning  fork  is 
heard  better  by  bone  than  aerial  conduction. 

Remarks.  — When  the  case  first  came  under  my  observation,  I  was 
very  skeptical  as  to  its  true  nature,  being  very  much  inclined  to  be- 
lieve that  the  patient  was  hysterical  or  malingering.  After  several 
months'  observation  I  was  forced  to  conclude  that  the  hemor- 
rhage was  beyond  the  control  of  the  patient;  as  I  had  adopted 
various  methods  to  detect  her  as  a  malingerer  and  these  had  all 
proved  negative  in  their  result.  The  sources  of  the  bleeding  I 
have  never  been  able  positively  to  determine,  although  I  think  it 
undoubtedly  from  the  ceruminous  glands. 

The  pathological  condition  which  underlies  the  case  is  in  some 
way  connected  with  the  syphilitic  history,  probably  through  its 
influence  on  the  cervical  sympathetic. 

The  treatment  has  been  highly  unsatisfactory.  She  has  been 
kept,  as  closely  as  possible,  on  antisyphilitic  treatment,  with  the 
use  of  general  and  local  hemostatics,  but  without  result.  I  at- 
tempted  to  have  her  try  electrical  treatment,  but  as  it  was,  unfor- 
tunately, attended  with  increase  rather  than  amelioration  of  her 
symptoms  on  its  only  trial,  she  refused  to  seek  further  relief 
through  this  agent. 

At  the  February  meeting  of  the  Society  of  Ophthalmology  and 


44  American  Laryngological,  Rhinological,  and  Otological  Society. 

Otology  of  Washington  City,  this  patient  was  presented  for  obser- 
vation and  suggestions. 

I7i  Conclusion. — Hemorrhage  can  take  place  from  an  intact 
auditory  canal  with  imperforate  membrane. 

This  hemorrhage,  in  all  probability,  issues  from  the  ducts  of 
the  ceruminous  glands. 

It  can  occur  in  either  sex,  although  more  frequent  in  women. 

It  occurs  more  frequently  vicarious  to  menstruation,  although 
it  can  be  independent  in  its  occurrence  of  the  menstrual  function. 

DISCUSSION. 

Dr.  PooLEY  referred  to  a  case  of  hemorrhage  from  the  audi- 
tory meatus  which,  at  first,  was  puzzling,  but  it  was  finally  found 
that  the  blood  issued  freely  from  a  perforation  in  the  drumhead. 
Further  examination  showed  petechial  hemorrhage  in  different 
parts  of  the  body,  and  the  diagnosis  of  scurvy  was  made.  The 
case  terminated  fatally,  and  the  autopsy  showed  the  usual  condi- 
tions found  in  scurvy,  including  petechial  hemorrhage  into  the 
brain. 

The  President  said  that  the  tenderness  along  the  trigeminal 
distribution  would  seem  to  indicate  that  the  case  reported  was  of 
the  nature  of  herpes — in  other  words,  that  the  hemorrhage 
occurred  through  some  interference  with  the  nutrition  of  the 
walls  of  the  blood-vessels.  A  somewhat  similar  condition  was 
found  among  gouty  individuals. 

Dr.  Richardson  said  that  the  blood  had  been  examined,  l)ut 
with  negative  results.  There  was  no  indication  of  scurvy  in  his 
case,  or  of  the  hemorrhagic  diathesis,  as  the  patient  had  been 
operated  upon  previously  for  pelvic  growth  without  the  occurrence 
of  unusual  hemorrhage. 
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THE    ETIOLOGY,    SYMPTOMS,   AXD    TREATMENT    OF 
RHINOLITHS,   WITH  THE    REPORT    OF  A  CASE. 


BY    W.    SCHEPPEGRELL,    A.M.,    M.D. 


Francis  L.,  aged  thirteen  years,  was  brought  to  me  by  her 
mother,  September,  1894,  on  account  of  a  catarrhal  discharge  from 
the  right  nostril.      She  gave  the  following  history: 

About  three  years  ago,  without  any  cause  which  she  could  re- 
call, the  right  nostril  commenced  to  discharge  as  if  from  a  con- 
tinued cold.  Soon  afterward  she  became  subject  to  headaches  and 
felt  as  if  she  could  not  breathe,  and  could  sleep  only  with  her 
mouth  open.  A  physician  was  called  in,  who  took  her  tempera- 
ture and,  finding  an  elevation,  pronounced  it  "  malarial  fever. " 
She  was  given  quinin  and  other  remedies  for  malaria  without  suc- 
cess, there  being  always  an  elevation  of  temperature,  varying  from 
99^^  to  loi'  F.  Her  breath  was  offensive  and  her  appetite  poor. 
After  having  tried  antimalarial  remedies  and  other  treatments  by 
several  physicians,  without  any  apparent  improvement,  the  mother 
was  advised  by  a  friend  to  have  the  child  examined  by  me  as  the 
symptoms  from  which  she  suffered  might  be  due  to  "catarrh." 

A  rhinoscopic  examination  showed  the  left  nostril  stenosed  by 
a  deflected  septum;  the  right  nostril  appeared  atropic,  and  on  the 
floor  of  this  nostril  appeared  a  black  mass,  with  an  offensive  odor, 
somewhat  similar  to  the  crusts  so  often  found  in  ozena.  An  at- 
tempt to  dislodge  this  mass  by  means  of  a  silver  probe,  gave  rise 
to  a  grating  sound,  and  a  diagnosis  of  rhinolith  was  made.  After 
clearing  the  nostril  by  means  of  a  nasal  syringe,  an  attempt  was 
made  to  remove  the  stone,  but  without  success,  as  the  anterior 
opening  was  not  sufficiently  large  to  permit  the  passage  of  the 
stone.  A  part  of  the  calcareous  mass  was  then  broken  off  by 
means  of  strong  forceps,  and  the  rhinolith  was  then  removed  with- 
out much  difiiculty.  The  nostril  had  been  anesthetized  by  a  ten- 
per-cent.  solution  of  cocain,  and  the  child  suffered  but  little  dur- 
ing the  extraction.  The  stone  was  found  to  weigh  24^-2  grains. 
The  child  was  given  an  antiseptic  nose  wash,  and  the  fever  and 
headaches  did  not  recur. 
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The  specimen  was  sent  to  Dr  Metz,  the  city  chemist,  who 
made  a  careful  analysis  of  it;  he  reported  that  the  nucleus  in  this 
case  was  formed  of  a  blood  clot,  the  composition  of  which  was  still 
distinctly  shown  in  a  spectroscopic  examination. 

From  the  history  of  the  case,  we  conclude  that  this  rhinolith 
had  developed  about  three  years  ago;  as  the  blood  clot,  from  some 
unexplained  reason,  had  been  surrounded  by  a  precipitate  of  cal- 
careous matter  from  the  nasal  secretion.  This  had  increased  in 
size  until  the  case  was  called  to  my  attention.  The  stone  was  so 
large  that  it  had  deflected  the  septum,  causing  considerable  ste- 
nosis of  the  other  nostril.  The  right  nostril  had  been  atrophied 
from  the  pressure  of  the  rhinolith  and  from  the  irritation  of  the 
fetid  secretion  surrounding  it.  In  the  efforts  to  clear  this  nostril 
of  its  secretion,  the  nasal  mucosa  had  been  lacerated  by  the  sharp 
edges  of  the  stone,  giving  rise  to  the  absorption  of  septic  material, 
and  fever  and  headaches  as  the  result. 

Rhinoliths  form  an  interesting  part  of  the  study  of  the  disease 
of  the  nose,  not  only  on  account  of  their  rarity,  but  also  on  ac- 
count of  their  uncertain  etiology.  The  literature  of  these  nasal 
concretions  is,  however,  not  new,  as  cases  were  already  described 
in  the  sixteenth  century  by  Mathias  von  Gardi  (1502),^  Bartolini 
(1654),'*  Clauder  (1685),'  Dekerue  Vitus  Reidlinus,  Ruysch  (1733),* 
each  of  whom  report  isolated  cases  of  rhinoliths.  A  collective 
study  of  this  subject  was  not  made  until  1845,  when  Demarquay* 
made  an  elaborate  report  of  all  the  published  cases. 

Rhinoliths  owe  their  origin  to  the  presence  in  the  nostril  of  a 
foreign  body,  around  which  the  secretions  of  the  nostril  have 
gradually  precipitated  a  calcareous  mass.  A  piece  of  dry  secre- 
tion may,  however,  form  a  nucleus  or  a  clot  of  blood,  as  in  the 
case  here  reported.  In  many  cases  the  nucleus  of  a  foreign  body 
has  been  found;  in  most  cases,  however,  the  original  body  being 
soft  has  become  absorbed  by  the  surrounding  mass,  and  the  nu- 
cleus is  then  not  found.  In  the  present  case,  the  nucleus  was  not 
clearly  defined  to  the  eye,  and  was  ascertained  only  after  a  care- 
ful spectroscopic  examination. 

The  body  of  rhinoliths  are  composed  chiefly  of  inorganic  mat- 
ters (eighty  per  cent.),  especially  of  phosphate  and  carbonate  of 
lime,  carbonate  of  magnesia,  and  some  oxid  of  iron.  They  differ 
very  much  in  size,  sometimes  being  so  small  that  it  is  surprising 
that  they  were  not  ejected  from  the  nose  during  the  process  of 
blowing,  and,  at  other  times,  so  large  that  they  fill  the  whole  lu- 
men of  the  nostril.    In  the  case  of  Brown,  reported  by  Mackenzie,* 
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the  rhinolith  attained  the  enormous  size  of  4.44  by  2.5  by  1.2  cm., 
and  weighed  12.9  grams,  and  a  case  reported  by  Zuckerkandl' was 
still  larger. 

The  salts  of  which  the  rhinoliths  are  composed,  derive  their 
origin  from  the  secretions  of  the  nose.  Why  these  concretions 
should  form  in  certain  cases  and  not  in  others,  is  not  understood. 
Graefe*  and  Sajous'  believe  it  to  be  due  to  a  gouty  diathesis,  but 
this  theory  is  not  supported  by  the  experience  of  other  observers. 
Demarquay  found  this  diathesis  present  in  only  one  of  fifteen  cases 
which  he  examined.  This  writer  suggests  that  the  narrowing  of 
the  inferior  meatus  is  the  predisposing  cause,  and  that  the  altera- 
tions of  the  secretions  of  the  nose  have  some  influence  in  their 
formation.  The  change  in  the  secretion,  however,  is  probably 
the  result  and  not  the  cause  of  the  rhinolith. 

As  the  etiology  of  the  majority  of  diseases  are  now  supposed 
to  be  associated  with  some  micro-organism,  observers  are  not  want- 
ing who  have  ascribed  the  development  of  these  formations  in  the 
nose  as  due  to  microbian  origin.  Gerber"  reports  a  case  in  which 
he  found  a  rhinolith  made  up  of  calcified  microbes,  and  believes 
that  these  concretions  are  formed  through  the  activity  of  these 
bacteria.  E.  J.  Moure,"  in  the  Monatsschrift fiir  Ohrenheilki/nde, 
describes  two  interesting  cases  of  rhinoliths,  in  which  he  was  un- 
able to  account  for  the  development  of  the  rhinolith  in  the  second 
case  except  on  the  microbian  theory,  as  the  rhinolith  was  filled 
with  large  masses  of  bacteria. 

The  symptoms  of  the  presence  of  a  rhinolith  is  usually  a 
chronic  discharge  from  the  nostril,  frequently  of  a  fetid  charac- 
ter, and  sometimes  reflex  symptoms  as  headaches  and  neuralgia  of 
one  of  the  various  branches  of  the  trigeminus.  If  the  size  of  the 
stone  is  sufficiently  large,  nasal  obstruction  and  its  manifold  ef- 
fects are  added  as  a  prominent  symptom.  Although  a  smooth, 
hard  foreign  body  may  remain  in  the  nostril  for  a  considerable 
time  without  giving  rise  to  any  special  disturbance,  still  rhinoliths, 
on  account  of  their  rough  and  angular  exterior,  usually  give  rise 
to  irritation  and  inflammation  of  the  surrounding  mucous  mem- 
brane, and  generally  to  a  purulent  discharge  and  to  the  develop- 
ment of  granulation.  The  discharge  may  be  retained  on  account 
of  the  foreign  body  interfering  with  free  drainage  of  the  nostril, 
so  that  the  fetor  in  some  of  those  is  very  offensive.  Atrophy  may 
also  result,  as  in  the  case  which  I  have  reported.  In  some  cases 
the  symptoms  are  much  more  severe,  as  in  a  case  reported  by 
Hendley,"  in  which    the    nose    was  greatly   swollen  and  a  sinus 
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opened  externally,  discharging  pus.  Bosworth"  quotes  a  case  of 
Bovill,"  in  which  the  left  side  of  the  face  was  swollen,  there  be- 
ing also  left  facial  paralysis,  ptosis,  and  epiphora  of  the  left  eye, 
and  the  nose  and  septum  deviated  to  the  right  side,  and  the  hard 
palate  distorted. 

The  extraction  of  a  rhinolith,  when  small,  presents  no  special 
difificulty.  The  mucous  membrane  having  been  thoroughly  co- 
cainized, the  stone  may  be  removed  by  means  of  a  nasal  scoop  or 
a  strong  angular  nasal  forceps.  Sometimes  a  snare  may  be  success- 
fully used  for  the  extraction  of  the  rhinolith,  as  first  suggested  by 
Voltolini,"  and  the  ordinary  lithotrites  used  for  urinary  calculus 
sometimes  facilitates  the  extraction.  In  the  case  described  by 
Moure,"  the  body  of  the  rhinolith  was  situated  in  the  posterior 
part  of  the  nostril,  and  it  was  removed  by  forcing  it  into  the 
pharynx,  whence  the  patient  expectorated  it  from  the  mouth. 
Where  this  procedure  is  carried  out,  the  soft  palate  should  be  held 
against  the  pharynx,  with  the  finger  of  the  left  hand,  so  that  the 
foreign  body  can  not  be  swallowed,  or  fall  into  the  larynx.  When 
the  rhinolith  is  too  large  for  extraction,  it  should  be  broken  up  by 
means  of  a  drill  operated  by  the  electromotor,  or  strong  forceps 
or  the  lithotrite,  and  the  separate  fragments  extracted  with  forceps. 

Bergeat"  describes  a  case  in  which  he  utilized  the  properties 
of  hydrochloric  acid  in  dissolving  the  earthly  constituents  of  bone 
in  the  removal  of  a  sequestrum  from  the  nostril.  He  applied  the 
acid  by  means  of  a  sound  with  a  spiral  extremity,  and  repeated 
these  applications  until  the  sequestrum  had  been  so  diminished  in 
size  that  it  could  be  extracted  without  difficulty.  Although  I  have 
not  heard  of  anyone  making  use  of  this  procedure  in  the  case  of 
rhinoliths  too  large  for  extraction,  still  the  use  of  hydrochloric 
acid  would  no  doubt  be  a  useful  expediment  in  certain  cases. 
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THREE  CASES  OF  HYSTERICAL  MASTOIDITIS. 


BY    J.     E.    SHEPHERD,    M.D. 


I  am  not  certain  whether  this  term  has  been  used  in  the  writ- 
ings on  otology;  if  it  has,  I  have  not  seen  it.  But  whether  it  has 
or  not,  it  is  not  my  object  to  introduce  any  new  term,  which,  I 
confess,  I  should  be  loath  to  do,  but  because  I  know  of  no  other 
term  so  applicable  to  the  following  three  histories: 

Case  I. — May  M.,  American,  aged  18  years,  ear  patient  No. 
29,703  at  the  Brooklyn  Eye  and  Ear  Hospital;  was  first  seen  July 
14,  1S92.  Is  a  worker  in  a  bookbindery;  general  health  rather 
poor  than  good;  was  sent  to  my  clinic  by  Dr.  J.  S.  Wood  on  ac- 
count of  her  mastoid  symptoms.  The  history  she  gave  was  of 
deafness  in  both  ears  for  three  years,  and  for  the  past  three  weeks 
pain  in,  and  tenderness  around,  the  right  ear.  H.  D.  R.  w'^^;  L. 
^^'•ffu ;  wh.  R.4",  L.  5'.  Middle  C  tuning  fork  heard  louder  and 
longer  by  bone  conduction  than  by  air  conduction  in  both  ears; 
from  the  vertex,  heard  longer  in  the  left  ear.  Before  Dr.  Wood 
saw  her  she  had  been  treated  by  some  one  who  had  blown  some 
powder  (boric  acid?)  into  the  right  canal,  though  for  what  pur- 
pose does  not  appear,  as  she  gave  no  history  of  a  discharging 
ear.  Right  canal  still  has  a  little  of  this  powder  adhering  to  the 
walls;  the  posterior  wall  looks  a  little  redder  than  normal.  Left 
canal  normal.      Right  membrana   tympani,  considerable  opacity, 
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slight  retraction;  light  reflex  small  and  hazy.  Left  membrana 
tympani  the  same.  There  is  apparently  tenderness  in  the  right 
canal,  as  well  as  below,  in  front  of  and  behind  the  auricle,  over 
the  mastoid.  In  the  history  I  recorded  that  by  otherwise  occupy- 
ing her  attention  firm  pressure  could  be  made  over  the  tender 
parts  without  any  evidence  of  pain,  thus  distinguishing  this  condi- 
tion from  furuncle,  the  disease  with  which  it  is  most  likely  to  be 
confounded.  I  gave  the  opinion  that  the  trouble  was  hysterical, 
and  ordered  the  ear  left  entirely  alone;  that  the  subject  be  en- 
tirely avoided  or  ignored  by  the  family;  and  that  the  patient  take 
sodii  bromidi,  gr.  xv  t.  i.  d.  Five  days  later  patient  returned 
with  the  pain  and  tenderness  almost  entirely  relieved,  which  relief 
proved  to  be  permanent. 

Case  II. — Maggie  M.,  aged  21  years,  servant,  born  in  Ire. 
land,  was  referred  by  Dr.  C.  A.  Whitney  to  me  at  the  New  York 
Polyclinic,  where  I  first  saw  her  on  May  11,  1895.  She  says  her 
general  health  is  not  very  good,  owing  to  some  uterine  trouble. 
Her  head  trouble  she  attributes  to  a  fall  of  three  stories  down  an 
elevator  shaft,  striking  on  her  head.  This  fall  occurred  two  years 
ago.  For  about  a  half  hour  after  the  fall  there  was  bleeding 
from  the  left  ear  and  from  the  nose;  about  two  hours  after  the 
fall  she  became  unconscious,  remaining  so  for  ten  or  twelve 
hours.  Throughout  the  following  day — not  longer — she  was  very 
dizzy. 

Her  present  ear  trouble  dates  back  two  months,  during  which 
she  says  she  has  had  pain  in  the  right  ear  much  of  the  time  (has 
never  during  the  two  months  been  a  whole  day  without  pain),  but 
that  for  the  past  four  days  this  pain  has  been  constant,  severe,  and 
accompanied  by  a  constant  "  beating  noise,"  and  that  for  the  past 
forty-eight  hours  she  has  felt  at  three  distinct  times  so  extremely 
dizzy  as  to  almost  fall,  the  tendency  being  to  fall  backward  and  to 
the  right.  Never  any  discharge  from  the  ear  except  that  above 
mentioned.  She  says  she  has  no  headache,  only  the  pain 
in  the  ear.  Around  the  mastoid  apex  is  very  great  tenderness 
but  no  infiltration.  Pressure  by  the  speculum  against  the 
posterior  canal  wall  causes  pain,  but  canal  looks  normal,  the  same 
exactly  as  right  canal.  Both  drum  membranes  look  the  same, 
being  slightly  retracted  and  opaque  in  posterior  half,  with  light 
reflexes  about  half  size. 

H.  D.  w.  R.  ^|,  L.  -^-^.  Tuning-fork  tests:  From  vertex 
heard  better  in  right  ear;  in  the  left  ear  A.  C.  louder  and  longer 
than  B.   C.   for  all  five  of  the  Hartmann  series,  but  the  absolute 
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duration  for  both  air  and  bone  conduction  much  reduced  from  the 
normal,  particularly  so  for  bone  conduction. 

Patient  says  she  had  a  chill  last  night,  waking  out  of  sleep 
with  it,  followed  by  fever  and  sweat.  She  says,  further,  that  six 
or  seven  weeks  ago  she  had  a  small  swelling  over  left  mastoid 
opened  at  the  Vanderbilt  Clinic.  If  this  were  true — which  I  doubt 
— it  was  a  very  minute  opening,  as  the  only  mark  which  could 
possibly  be  taken  for  a  cicatrix  was  a  very  indistinct  one  not  over  a 
quarter  of  an  inch  in  length. 

The  diagnosis  between  true  and  hysterical  mastoditis  was  not 
easily  made,  in  spite  of  the  fact  that  some  of  the  symptoms  of  the 
genuine  disease  were  absent,  and  that  some  of  the  symptoms  pres- 
ent did  not  necessarily  belong  to  the  disease.  Still,  my  sus- 
picions were  aroused  when  I  first  saw  her,  so  that  for  two  or  three 
days  she  was  put  on  bromids  and  carefully  watched  at  home.  The 
proposal  of  an  operation  did  not  lessen  the  symptoms  in  the  least; 
on  the  contrary,  she  seemed  greatly  disappointed  when  I  finally 
told  her  very  positively  that  I  could  cure  her  without  operation. 
After  watching  her  and  making  the  diagnosis  clear  to  my  own 
mind,  I  determined  that  the  best  and  quickest,  though  possibly 
not  the  only,  method  of  cwre  would  be  by  suggestion.  Two 
stances  of  incomplete  hypnosis  with  suggestion  sufficed  to  bring 
about  entire  relief  from  all  her  symptoms.  Possibly  one  might 
have  been  sufficient,  but  with  the  double  purpose  of  greater  cer- 
tainty, as  well  as  of  experiment,  I  decided  on  two,  limiting  the 
suggested  time  of  relief  at  the  first  seance,  which  turned  out  ex- 
actly as  had  been  suggested,  and  at  the  second  visit  only  was 
entire,  permanent  relief  suggested  and  realized. 

Case  III. — Bridget  J.,  aged  22  years,  servant,  born  in  Ire- 
land, was  referred  to  me  at  my  office  on  June  25,  1895,  by  Dr.  J.  M. 
Peacocke  for  a  diagnosis.  She  has  had  frequent  attacks  of  quinsy; 
has  consulted  several  physicians  about  her  present  trouble  with- 
out relief.  About  seven  months  ago  had  a  severe  head  cold, 
which  was  shortly  followed  by  her  present  trouble.  Most  of  the 
time  since  then  she  has  had  severe  pain  in  the  right  ear,  as  well 
as  in  front  of,  below  and  behind  the  auricle;  at  first  had  loud  tin- 
nitus, but  not  much  the  past  three  months;  has  never  had  any 
discharge  from  the  ear;  has  frequently  great  itching  in  the  exter- 
nal canal;  pain  at  first  was  so  severe  as  to  interfere  with  sleep, 
but  not  latterly;  at  times  the  pain  is  almost  as  severe  in  the  left 
ear  as  in  the  right.  H.  D.  w.  R.  |-^,  L.  |-g-.  Tuning  fork  at  ver- 
tex heard  equally  in  the  two  ears;  A.  C.  louder  and  longer  than 
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B.  C.  in  both  ears.  R.  and  L.  meatuses  normal;  R.  and  L. 
membranes  alike,  not  retracted,  marked  opacity,  light  reflex 
about  half-sized  and  dim;  right  Eustachian  tube  normal;  nothing 
in  the  nose,  nasopharynx,  or  teeth  to  account  for  the  pain. 

I  sent  to  Dr.  Peacocke  the  opinion  that  the  trouble  was  a  hys- 
terical one,  and  recommended  that  it  be  treated  by  suggestion. 
As  to  whether  or  not  this  was  done,  and,  if  so,  with  what  success, 
I  am  unable  to  state. 

I  am  actuated,  in  bringing  these  cases  before  the  profession, 
by  the  belief  that  such  cases  may  be  unnecessarily  operated  upon 
unless  we  bear  in  mind  the  facts  which,  I  think,  these  three  cases 
prove — viz.,  that  hysterical  mastoiditis  is  a  condition  with  which 
we  may  at  any  time  be  confronted,  and  that  it  may  present  symp- 
toms so  closely  simulating  the  real  disease  as,  at  times,  to  make  a 
diagnosis  between  them  no  easy  matter. 

DISCUSSION. 

Dr.  RiCHARDSOx  said  that  not  long  ago  he  had  operated  upon 
a  case  of  this  kind.  The  patient  was  a  young  woman,  about 
eighteen  years  of  age,  who  had  been  treated  six  years  ago  for 
suppuration  of  the  right  ear.  AVhen  seen  again  the  ear  was  once 
more  suppurating,  and  there  was  extreme  tenderness  over  the 
mastoid  region.  She  had  become  hysterical  as  the  result  of  grief 
over  the  death  of  her  mother.  There  was  no  edema  or  redness 
over  the  mastoid,  but  it  was  well  known  that  there  were  cases  of 
serious  mastoiditis  without  the  usual  signs.  After  waiting  about 
two  weeks  he  had  opened  the  mastoid  cells,  only  finding  them 
perfectly  normal.  The  patient  was,  however,  completely  cured. 
The  differential  diagnosis  when  suppuration  exists  in  the  middle 
ear  of  the  affected  side  becomes  exceedingly  difficult. 

Dr.  Myles  referred  to  the  case  of  a  young  lady,  in  most  com- 
fortable circumstances,  who  had  suddenly  developed  extreme 
tenderness  in  the  mastoid  region.  The  girl  was  hysterical,  and 
he  had  some  reason  to  suspect  that  she  purposely  irritated  the  ear. 
The  girl  was  greatly  pleased  with  a  proposal  to  open  the  mastoid, 
but  after  consultation  this  was  postponed,  and  the  patient  recov- 
ered without  further  treatment. 

Dr.  Phillips  recalled  a  case  of  recurrent  furunculosis  of  the 
canal,  and  finally  of  severe  pain  and  tenderness  in  the  mastoid, 
lasting  three  or  four  weeks.  She  complained  of  the  pain  so 
severely  that  she  was  admitted  into  the  hospital,  and  preparations 
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made  for  opening  the  mastoid.  Ice  coils  were  used  and  leeches 
also,  but  the  tenderness  still  existed,  and  she  said  she  could  not 
sleep.  There  was  no  swelling  at  any  time,  and  finally  the  appar- 
ent tenderness  became  so  general  over  the  affected  side  that  no 
operation  was  performed,  and  at  Dr.  Terriberry's  suggestion  she 
was  given  Warburg's  tincture  in  full  doses;  she  was  relieved  and 
discharged.  A  few  days  later  she  returned  in  great  pain,  and 
an  examination  of  the  canal  showed  about  five-eighths  of  an 
inch  of  the  point-end  of  a  pin  and  several  pieces  of  finger-nail 
near  the  drum.  When  confronted  with  this  she  was  greatly  sur- 
prised, but  denied  all  knowledge  of  it;  but  it  was  evident  that  she 
had  forgotten  this  time  to  remove  the  cause  of  her  self-inflicted 
torture.  It  was  also  learned  that  she  had  been  forced  to  earn  her 
living,  and  had  no  doubt  taken  this  method  to  avoid  work. 

Dr.  J.  E.  H.  Nichols  said  that,  in  one  case  which  he  had  seen, 
the  mastoid  cells  were  healthy,  but  the  patient  had  been  cured  at 
once  by  opening  them.  In  another  case,  in  which  there  was  an 
excoriation  of  the  anterior  wall  of  the  canal,  and  in  which  he  sus- 
pected that  the  hemorrhage  complained  of  had  been  produced  by 
pricking  this  spot  with  a  pin.  hypnotic  suggestion  was  only  tem- 
porarily beneficial,  but  a  proposal  to  operate  was  sufficient  to  effect 
a  cure.  It  was  not  at  all  improbable  that  there  might  be  some 
elevation  of  temperature  in  these  cases,  thus  still  further  obscur- 
ing the  diagnosis,  but  ordinarily  this  elevation  would  be  slight. 

The  President  remarked  that  in  this  discussion  nothing  had 
been  said  about  the  result  obtained  by  comparing  the  two  sides. 
In  hysterical  cases,  in  which  pain  was  complained  of  on  one  side, 
there  was  usually  much  tenderness  on  the  other  side.  He  recalled 
a  case  in  which  at  each  menstrual  epoch  there  would  be  a  marked 
edema  and  tenderness  over  the  mastoid.  Such  a  condition  must 
be  looked  upon  as  angioneurotic  in  character. 
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OBSTRUCTIVE    DISEASES    OF    THE    NASAL    CAVITY. 


BY   JOHX    S.    MABON,    M.D. 


Gentlemen:  It  will  be  my  effort  more  particularly  to  point 
out,  as  far  as  possible,  the  sequelae  or  results  of  obstructive  dis- 
eases of  the  nasal  cavity,  although  it  is  necessary  to  mention  some 
of  the  more  marked  direct  symptoms  of  the  various  conditions. 

The  more  prominent  of  these  diseases  are  acute  rhinitis, 
chronic  hypertrophic  rhinitis,  deformities  of  the  septum,  neo- 
plasms, and  adenoid  growths  in  the  nasopharynx,  the  latter  space 
being  practically  a  portion  of  the  nasal  cavity.  In  order  to  ap- 
preciate the  results  of  the  existence  of  these  conditions,  it  might 
be  well  to  say  a  few  words  regarding  their  development. 

First,  in  acute  rhinitis  we  have  an  acute  inflammation  of  the 
mucous  membrane  lining  the  entire  nasal  cavity,  with  marked 
swelling;  on  account  of  this  swelling  there  is  a  more  or  less  com- 
plete obstruction  of  the  cavity,  necessitating  oral  respiration. 
Arising  from  these  conditions  we  may  have  developing,  not  only 
from  direct  extension  of  the  inflammatory  action,  through  con- 
tiguity of  tissue,  but  also  from  the  oral  respiration,  an  acute  phar- 
yngitis and  laryngitis  also,  and  there  occasionally  occurs  an  acute 
inflammation  of  the  frontal  and  maxillary  sinuses;  this  may  de- 
velop from  the  extension  of  the  inflammation  to  the  membrane 
lining  these  cavities,  or  by  obstructing  the  passages  leading  to 
them,  confining  the  secretion  so  much  as  to  cause  an  accumulation 
sufficient  to  set  up  an  inflammatory  action. 

Deafness,  with  tinnitus  and  acute  otitis  media,  with  or  without 
suppuration,  are  rather  frequent  complications,  the  deafness  and 
tinnitus  being  produced  by  the  mouth  of  the  Eustachian  tube  be- 
coming closed  by  the  swollen  membrane,  preventing  an  equal  air- 
pressure  in  the  middle  ear  and  external  auditory  canal.  The 
inflammation  in  the  middle  ear  is  produced  by  extension  of  the 
inflammation  along  the  membrane  lining  the  Eustachian  tube  into 
the  tympanic  cavity.  The  sense  of  smell  is  usually  temporarily 
impaired  or  lost,  due  rather  to  the  mechanical  interference  with 
this  function  than  to  any  pathological  condition  of  the  olfactory 
portion  of  the  nasal  cavity.  It  is  hardly  within  the  scope  of  this 
article  to  enter  fully  into  the  various  pathological   conditions  of 
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these  complications  and  their  treatment,  but  I  wish  to  mention 
some  of  the  more  prominent  methods  of  aborting  the  attacks. 

In  threatened  involvement  of  the  accessory  sinuses,  the  appli- 
cation of  moist  heat  immediately  over  the  parts,  or  by  passing  a 
stream  of  hot  water  through  the  nasal  cavity  corresponding  to  the 
sinus  which  is  involved,  will  often  prevent  its  development.  In 
severe  cases,  leeches  may  be  applied  to  the  root  of  the  nose. 

When  the  middle  ear  is  involved,  leeches  should  be  at  once 
applied  in  front  of  the  tragus,  with  warm  douche  freely  and  care- 
fully applied  to  the  external  canal.  In  the  normal  condition  of 
the  nasal  mucous  membrane  we  have  from  twelve  to  fifteen  fluid 
ounces  of  clear  serous  fluid  excreted  in  each  twenty-four  hours, 
which  fluid  is  almost  entirely  taken  up  by  evaporation  during  res- 
piration. This  is  for  the  purpose  of  moistening,  and  in  a  measure 
warming,  the  inspired  air,  preparing  it  for  the  bronchial  and  pul- 
monary structures.  In  hypertrophic  rhinitis,  this  secretion  is  in 
a  large  measure  interfered  with,  nasal  respiration  is  almost  im- 
possible, so  that  oral  respiration  becomes  a  necessity,  and  conse- 
quently the  air  is  received  into  the  pharynx,  larynx,  and  bronchial 
tubes  in  a  dry,  dust-laden,  and  cold  condition.  The  fluid  con- 
stituents of  the  secretion  in  these  regions  are  taken  up  by  the  dry 
inspired  air,  leaving  a  tenacious  secretion  adhering  closely  to  the 
membrane,  consequently  the  pharynx,  both  naso  and  oro,  becomes 
excessively  irritable,  parched,  and  dry,  with  a  constant  effort  at 
removal  of  the  accumulated  secretion,  particularly  marked  in  the 
morning.  Not  only  is  the  pharynx  involved  in  this  process,  but 
eventually  the  same  condition  develops  in  the  larynx,  trachea, 
and  bronchial  tubes,  with  cough  and  hoarseness,  and  finally  with 
all  the  symptoms  of  a  chronic  bronchitis.  In  the  later  stages 
there  usually  occurs  a  marked  derangement  of  the  digestive  tract. 
One  of  the  most  frequent  complications  is  ear  disease.  This  in- 
cludes deafness,  tinnitus,  obstruction  of  the  Eustachian  tubes,  and 
retraction  and  atrophy  of  the  tympanic  membrane.  The  method 
of  development  of  this  complication  is  explained  in  various  ways 
by  different  authors.  One  method  is  by  obstruction  of  the  mouth 
of  the  pAistachian  tube  by  the  swollen  membrane  and  extension  of 
the  inflammatory  process  through  the  tube  to  the  middle  ear.  A 
very  ingenious  method  is  that  described  by  Bosworth,  which 
seems  quite  plausible.  The  function  of  audition  is  dependent  on 
an  equal  air-pressure  on  both  sides  of  the  membrana  tympani;  in 
other  words,  the  air  in  the  middle  ear  must  be  constantly  renewed, 
in  order  that  the  pressure  in  the  tympanic  cavity  will  be  equal  to 
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that  in  the  external  auditory  canal.  This  renewal  of  air  is  ac- 
complished through  the  nasal  cavity  and  Eustachian  tube  during 
respiration.  In  nasal  stenosis,  where  we  have  oral  respiration, 
there  is  produced  a  rarification  of  air  in  the  nasopharynx,  due  to 
the  attempted  nasal  respiration ;  this  suction  is  transmitted  through 
the  Eustachian  tube  to  the  middle  ear.  This  slight  force,  extend- 
ing over  a  long  period  of  time,  produces  a  blood  stasis,  with  dilata- 
tion of  the  blood-vessels,  and  eventually  a  permanent  thick- 
ening in  the  membrane,  together  with  retraction  of  the  tympanic 
membrane. 

In  addition  to  these  prominent  and  almost  constant  results  of 
the  disease,  we  have  a  large  number  of  obscure  reflex  symptoms, 
which  largely  disappear  after  overcoming  the  obstruction.  These 
are  headache,  eye  complications  of  various  kinds,  such  as  con- 
junctivitis, ocular  neuralgia,  etc. ;  neurasthenia,  asthma,  particu- 
larly reflex,  etc.  Relief  from  these  various  conditions  is  never 
accomplished  until  the  hypertrophy  has  been  overcome.  Local 
medicinal  remedies  will  not  be  of  much  benefit  in  reducing  this 
hypertrophy.  It  must  be  done  by  the  use  of  mechanical  or  chem- 
ical means,  with  the  view  of  totally  destroying  the  new  growth. 
Among  these  remedies  may  be  mentioned  chromic  acid,  glacial 
acetic  acid,  trichloracetic  acid,  galvanocautery,  wire  snare,  and 
scissors. 

Probably  there  is  no  more  common  condition  of  the  nasal  cav- 
ity which  produces  symptoms  of  obstruction  and  its  results  than 
deformities  of  the  septum,  and  the  most  frequent  form  is  spurs 
located  at  some  point  on  its  contour,  although,  in  the  present 
time  of  football  popularity,  we  meet  with  actual  deflections  much 
oftener  than  formerly.  The  location  and  form  of  the  spurs  and 
deflections  are  so  variable  that  it  is  impossible  to  classify  them, 
except  that  the  spurs  occur  most  frequently  at  the  junction  of  the 
triangular  cartilage  with  the  bony  spine  on  the  palatineprocess  of 
the  superior  maxillary  bone.  The  extent  of  disease  produced  by 
these  conditions  depends  on  the  amount  of  existing  obstruction. 
For  instance,  if  the  obstruction  is  only  partial,  we  have  a  decided 
hypertrophy  of  the  turbinated  bodies,  not  only  on  the  side  of  the 
deformity  and  behind  the  point  of  obstruction,  but  the  hypertro- 
phy develops  also  on  the  opposite  side.  If  the  obstruction  is  com- 
plete on  one  side,  the  membrane  at  the  back  of  the  deflection  as- 
sumes a  peculiar  condition.  It  is  not  exactly  atrophied,  but  it 
becomes  blanched,  pale,  and  collapsed,  and  contains  very  little 
blood.      In  other  words,  it  becomes   inert  from  lack  of   use;  on 
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the  other  side,  if  the  deformity  has  existed  for  a  considerable 
length  of  time,  the  membrane  becomes  enormously  hypertrophied. 
This  thickening  is  probably  due  to  the  preexisting  deformity  in 
the  septum,  rather  than  vice  versa,  as  some  authors  claim.  This 
hypertrophy  develops  the  same  conditions  in  the  air  passages  as 
those  mentioned  when  speaking  of  hypertrophic  rhinitis.  But 
further  than  this,  we  meet  with  ear  symptoms  before  marked 
thickening  in  the  membrane  takes  place.  This  is  due  to  the  fact 
that  the  ear  troubles  develop  more  from  the  obstruction  to  nasal 
respiration,  producing  a  suction,  as  it  were,  in  the  nasopharynx 
during  the  effort  at  nasal  respiration,  causing  rarificatien  of  the 
air  in  the  middle  ear,  than  to  any  extension  of  the  chronic  inflam- 
matory process  to  these  parts. 

In  certain  forms  of  the  deformity,  where  the  deflection  is  high 
up  and  is  most  prominent  about  the  line  of  the  middle  turbinated 
bone,  where  the  septum  presses  directly  on  the  turbinated,  or 
there  has  developed  a  thickening  in  this  body  sufficient  to  lie  in 
contact  with  the  septum,  we  have  the  reflex  nasal  symptoms  well 
marked,  that  is,  sneezing,  profuse  watery  discharge,  and  alter- 
nating obstruction  and  patulency  of  one  or  other  cavity.  Also, 
in  this  form  of  deformity  we  have  the  type  of  hay-fever  arising, 
which  is  due  to  a  pathological  condition  in  the  nasal  cavity. 

There  are  three  primary  causes  of  hay-fever:  First,  the  pres- 
ence of  pollen  of  certain  flowering  plants.  Second,  a  peculiar  neu- 
rotic habit  which  predisposes  the  patient  to  the  irritation  of  this 
pollen.  Third,  an  abnormal  pathological  condition  of  the  nasal 
cavity,  generally  of  the  nature  of  an  obstruction,  and  in  this  last 
list  do  we  find  a  large  number  of  sufferers  from  this  distressing 
disease,  and,  although  the  neurotic  habit  is  present  to  a  degree, 
it  is  secondary  to  the  pathological  condition  of  the  nasal  cavity 
in  the  etiology  of  the  disease,  proven  by  the  fact  that  when  this 
deformity  is  corrected,  the  disease  is  cured. 

The  treatment  is  altogether  surgical,  and  need  not  be  taken  up  in 
detail  further  than  to  mention  the  various  methods  employed  to  over- 
come the  deformity  and  relieve  the  obstruction.  In  simple  spurs, 
without  deflection,  the  nasal  saw,  chisel,  electric  drill,  and  elec- 
trolysis may  be  used.  If  there  is  marked  deformity  present  it 
will  be  necessary  to  crush  or  incise  the  septum  sufficiently  to  re- 
turn it  to  the  median  line  and  retain  it  in  that  position  by  suitable 
dressings. 

Under  the  head  of  neoplasms  as  a  cause  of  nasal  obstruction, 
we  will  only  consider  the   benign  growths.      Practically,  we  only 
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meet  with  two  forms  of  benign  growths  in  the  nasal  cavity — the 
myxoma  and  the  fibroma.  Cystic  polypi  have  been  observed,  but 
with  extreme  rarity.  Probably  the  earliest  and  most  prominent 
symptoms  of  myxoma  are  persistent  sneezing  and  intense  irrita- 
bility of  the  upper  portion  of  the  nasal  cavity,  together  with  at- 
tacks of  profuse  watery  discharge.  These  symptoms  are  present 
before  the  obstruction  takes  place  to  any  marked  extent.  How- 
ever, this  latter  condition  soon  appears,  and  advances  rapidly.  It 
begins  in  the  upper  portion  of  the  nasal  cavity,  and  consequently 
we  have 'present  distressing  cerebral  and  ocular  symptoms,  before 
marked  stenosis  has  developed.  As  the  tumors  increase  in  size, 
a  deformity  in  the  cartilage  of  the  septum  is  produced  by  pressure, 
although  this  deformity  often  precedes  the  polypoid  growths,  and 
is  probably,  in  a  number  of  cases,  the  indirect  cause  of  the  degen- 
eration in  the  membrane. 

Loss  of  the  sense  of  smell  is  one  of  the  early  consequences  of 
the  growth,  and  is  due  not  only  to  the  mechanical  interference 
with  the  contact  of  the  odoriferous  particles  on  the  olfactory  por- 
tion of  the  nasal  cavity,  but  also  to  the  alteration  in  the  struc- 
tures from  the  pressure  of  the  growth.  In  cases  of  long  standing, 
we  often  have  a  more  or  less  profuse  purulent  discharge.  This 
probably  indicates  a  suppurative  disease  of  one  of  the  accessory 
sinuses,  and  is  the  result  of  closure  of  the  orifices  of  the  cavities, 
by  the  pressure  of  the  tumor,  the  retained  secretions  accumu- 
lating and  eventually  setting  up  an  inflammatory  condition. 

Probably  the  most  frequent  results  of  nasal  polypi  are  reflex 
disturbances,  and  consequently  we  may  encounter  hay-fever  and 
asthma  as  sequelse.  The  oral  symptoms  are  probably  due  en- 
tirely to  the  mechanical  effect  of  the  obstruction,  and  not  to  an 
inflammatory  condition.  This  complication  is  a  simple  chronic 
middle-ear  catarrh,  and  rarely,  if  ever,  suppurates. 

The  results  in  the  pharynx,  larynx,  and  bronchial  tubes  are 
practically  the  same  as  those  in  hypertrophic  rhinitis,  and  are  pro- 
duced in  the  same  manner.  The  results  in  fibroma  are  due  almost 
entirely  to  the  relentless  growth  of  the  tumor,  which  destroys  all 
tissue  that  would  interfere  with  its  advancement,  consequently 
the  mucous  membrane  is  destroyed,  bony  structure  is  absorbed, 
and  eventually  the  growth  produces  external  deformities,  if  its 
development  is  in  that  direction.  So  that  we  may  have  a  protru- 
sion in  the  orbit  or  a  spreading  of  the  nasal  bones,  giving  the  pe- 
culiar facial  expression  known  as  frog-face. 

The  treatment  consists  in  the  thorough  removal  of  the  growths 
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by  the  various  means  devised  for  this  purpose,  such  as  snare,  for- 
ceps, curette,  etc.,  and  effectually  cauterizing  the  base  so  as  to 
prevent  recurrence. 

Adenoid  growths  in  the  nasopharynx  is  a  condition  which  de- 
velops in  that  peculiar  state  of  the  lymphatic  structures  known  as 
the  lymphatic   diathesis  and,  as   this   is  a   disease   of   childhood 
largely,  we  find  this  condition  of  the  glandular   structures  in  the 
nasopharynx  mostly  in  children.      It  is  a  true  hypertrophy  of  the 
pharyngeal  tonsil,  and  in  exaggerated  cases  the  development  is  so 
extensive  as  to  more  or  less  completely  interfere  with  nasal  respi- 
ration.     One  of  the  most  noticeable   subjective  symptoms  is  the 
alteration  of  the  voice,  so  that  the  nasal  tone  or  resonance  is  en- 
tirely absent.      In  the  large  proportion  of  these  cases  we  have,  as 
a  result,  prominent  ear  complications.     These  are  chronic  otitis 
media  and  chronic  purulent  otitis.      They  are  produced  by  the 
chronic  inflammation  and  thickening  set  up  in  the   mucous  mem- 
brane by  the  abnormal  growth  into  the  Eustachian  tubes,  by  pres- 
sure on  the  mouths  of  the  tubes,  and   by   the  growth   interfering 
with  nasal   respiration,  whereby   the  air   is   not  removed   in   the 
middle    ear.      On   account  of  inactivity  the  nasal  stasis  present 
in    the    mucous    membrane  eventually  develops    into    a    chronic 
hypertrophy.      Almost  invariably  there   is  hypertrophy  of  the  fol- 
licles located  in  the  pharynx,  with  an  excess  of  tough,  tenacious 
secretion,  and  on  account  of  the  constant  effort  at  removal,  and 
the  mouth-breathing,  which  is  present,  there   is  a  more   or  less 
persistent    cough,   with    laryngeal    and    bronchial    involvement. 
Asthma   is   in   rare   cases  a   sequel,  although  not   nearly  so  fre- 
quently as  in  the  more  distinct  cases  of  nasal  obstruction. 

The  facial  expression  of  a  child  with  well  developed  adenoids 
in  the  nasopharynx  is  quite  characteristic.  It  is  due  to  a  broad- 
ening and  flattening  of  the  bridge  and  root  of  the  nose,  with  col- 
lapse of  the  allse,  the  mouth  is  open  habitually  and,  with  the  im- 
pairment of  hearing,  which  is  almost  always  present,  the  child  has 
a  vacant,  almost  silly  expression  of  the  countenance. 

The  treatment  consists  in  the  thorough  removal  of  the  growth 
by  operative  measures,  when  the  symptoms  referred  to  will  grad- 
ually improve,  if  not  entirely  disappear,  without  further  treat- 
ment. 

In  a  brief  summary  of  the  obstructive  diseases  of  the  nasal 
cavity,  one  of  the  most  noticeable  complications,  and  one  which, 
in  a  large  number  of  cases,  at  least,  is  amenable  to  treatment,  is 
involvement  of  the  Eustachian  tubes  and  middle  ear.      Next,  the 
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constant  more  or  less  complete  loss  of  the  sense  of  smell.  The 
almost  invariable  inflammatory  condition  of  the  pharynx,  larynx, 
and  eventually  the  bronchial  tubes.  In  certain  forms  of  obstruc- 
tion, the  various  reflex  phenomena,  that  is,  eye  symptoms  and 
reflex  asthmatic  manifestations. 


PHARYNGEAL  TUBERCULOSIS. 


BY    ROBERT    LEW,    .M.D. 


The  study  of  tuberculosis  of  the  pharynx  cannot  but  be  of  grow- 
ing interest  to  us  in  the  light  of  the  altered  position  which  laryn- 
geal tuberculosis  now  assumes  as  compared  to  that  of  but  a  few 
years  ago.  As  yet  pharyngeal  tuberculosis  must  be  looked  upon 
as  a  bete  noir  of  greater  darkness  than  the  laryngeal  affection  is, 
or  ever  was.  Until  Goughenheim,  Herying,  and  Gleitzmann  dem- 
onstrated a  positive  cure,  it  is  doubtful  if  such  had  before  been 
accomplished,  but  since  then  several  cures  have  been  reported  by 
reliable  writers,  and  consequently  the  possibility  of  cure,  gives, 
as  I  said  before,  a  growing  interest  to  this  subject. 

Practicing,  as  I  do,  in  a  section  toward  which  many  tubercu- 
lous cases  turn  their  faces  for  relief,  it  has  been  my  lot  to  see  a 
goodly  number  of  pharyngeal  and  laryngeal  tuberculous  patients; 
of  these,  records  have  been  preserved  in  162  cases.  Statistics, 
which  show  the  number  of  cases  of  laryngeal  or  pharyngeal 
tuberculosis  in  a  totality  of  diseases  of  the  upper  air  tract,  seem 
to  be  of  little  value  as  compared  to  those  in  a  total  of  general  or 
pulmonary  tuberculosis.  Of  the  162  recorded  cases,  17  pre- 
sented pharyngeal  disease,  or  nearly  ten  per  cent.  This  is  an  ap- 
parently larger  proportion  than  is  usually  conceded,  but  if  we 
accept  fifteen  per  cent,  as  a  conservative  estimate  of  the  frequency  of 
laryngeal  tuberculosis,  and  consider  that  ten  per  cent,  of  these 
present  tuberculosis  of  the  pharynx,  the  resulting  i^  per  cent, 
will  represent  the  frequency  with  which  the  pharyngeal  affection 
occurs  in  all  cases  of  phthisis.  Of  the  17  cases  here  reported,  11 
were  complicated  with  laryngeal  tuberculosis,  which  further  re- 
duces the  frequency  of  this  malady.  The  value  of  these  statis- 
tics is  not  very  great,  however,  except  in  so  far  as  they  confirm 
the  generally  accepted  opinion  that  pharyngeal  tuberculosis  is  a 
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rare  disease.  As  to  sex,  but  two  of  the  17  cases  were  females, 
and  the  ages  varied  from  twenty-two  to  forty-nine  years.  My 
cases  have  presented  in  point  of  site  of  attack,  as  well  as  extent 
of  surface  affected,  every  variation,  involving  the  tonsils,  the  pil- 
lars of  the  fauces,  the  soft  and  hard  palate,  the  gums,  the  tongue, 
the  lips  and  cheeks,  and  the  posterior  pharyngeal  wall,  either 
alone  or  with  adjacent  parts.  The  anterior  surface  of  the  pillars 
and  soft  palate  was  most  frequently  involved,  while  next  in  order 
came  the  tonsils.  The  posterior  wall  of  the  pharynx  followed 
upon  invasion  of  the  pillars,  and  least  frequently  was  seen  ulcera- 
tion of  the  hard  palate. 

The  source  of  infection  was  in  at  least  one  case  clinically 
demonstrated  to  be  through  the  lymph  channels,  while  in  at  least 
three  others  the  clinical  phenomena  seemed  to  prove  that  a  purely 
surface  inoculation  was  causative. 

Case  I. — Demonstrating  that  the  infection  was  carried 
through  the  lymph  channels. 

Dr.  J.  L.  C,  aet.  twenty-eight.  Maternal  grandmother  died  of 
consumption  at  the  age  of  fifty-six.  One  brother  at  thirty  years  is 
now  afflicted  with  the  disease.  In  October,  1894,  while  feeling  as  well 
as  usual,  he  began  having  pain  in  the  index  finger  and  thumb  of 
each  hand,  located  about  the  roots  of  the  nail  and  up  the  sides  of 
the  distal  phalanx.  In  about  six  weeks  the  parts  became  subject 
to  spells  of  blanching  and  numbness;  the  pain  gradually  extended 
upward  into  the  thenar  eminence,  and  finally  over  both  radial 
and  ulnar  sides  of  the  forearm.  There  was  no  fever;  pulse  80  to 
90.  In  January,  1894,  began  having  slight  fever.  This  con- 
tinued until  the  middle  of  March,  when  he  was  confined  to  his 
bed  with  fever,  great  prostration,  total  loss  of  appetite,  etc.  A 
gland  in  the  left  axilla,  which  had  been  demonstrable  for  some 
time,  enlarged  rapidly.  Ten  days  afterward  the  mesenteric 
glands  became  easily  detectable.  Those  of  the  groin  and  neck 
were  slightly  enlarged.  The  temperature  and  pulse  continued 
above  normal.  In  December,  1895,  he  began  coughing  slightly 
and  shortly  afterward  he  started  for  Colorado.  While  en  route  he 
was  conscious  of  having  taken  cold,  which  did  not  leave  him  dur- 
ing a  two  weeks  sojourn  in  Kansas.  About  February  3rd  he 
noticed  a  considerable  enlargement  of  the  cervical  glands  on  the 
right  side  followed  by  an  uncomfortable  feeling  about  the  right 
tonsil.  February  19th,  at  Colorado  Springs,  the  right  tonsil  was 
swollen,  as  were  the  posterior  arch  and  the  uvula.  This  sub- 
sided, leaving  some  infiltration  of  the  posterior  pillar  dotted  with 
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pin-head  spots.  The  tonsil,  at  the  time  of  examination,  which 
was  immediately  after  the  above  occurrence,  presented  a  gray  se- 
cretion with  distinct  ulceration.  Deglutition  was  very  painful. 
The  general  condition  of  the  patient  was  remarkably  good,  leav- 
ing one  in  doubt  as  to  the  diagnosis  of  tuberculosis.  A  bacterio- 
logical examination  of  the  tonsillar  secretion  taken  from  deeply  in 
the  ulcer,  by  Dr.  Crouch,  was  positive.  The  lungs,  though 
slightly,  were  decidedly  involved. 

The  enlarged  axillary  and  cervical  glands  were  no  doubt  tu- 
bercular, while  the  tonsillar  swelling,  rapidly  followed  by  ulcera- 
tion, was  a  manifestation  of  infection  of  the  tonsil. 

Case  II. — Showing  infection  by  local  invasion. 

J.  G.  McE.,  male,  ^t.  thirty.  Referred  by  Dr.  Munn. 
Began  ailing  in  March,  1895.  His  wife  had  died  of  tuberculosis 
of  the  bowels  in  February,  1894.  His  decline  went  on  rapidly, 
although  up  to  July  ist  no  physical  signs  were  detected,  or  bacilli 
found  in  the  sputum.  At  this  time  cough  and  hoarseness  ap- 
peared together  with  tubercle  bacilli,  and  he  at  once  started  for 
Colorado.  He  presented  himself  for  examination  July  23d,  1895, 
having  a  slight  cough  and  huskiness  of  the  voice.  There  were 
local  night-sweats.  Temperature  99.4  F. ;  pulse  80.  His  weight 
had  diminished  from  164  to  155.  The  huskiness  of  the  voice  had 
existed  intermittently  for  a  period  of  two  or  three  years.  There 
were  found  upon  examination  atrophic  rhinitis  and  well  advanced 
chronic  catarrhal  pharyngitis.  The  interarytenoid  space  was 
somewhat  infiltrated,  covered  with  a  mucopurulent  secretion. 
The  arytenoids  were  not  infiltrated.  The  lungs  were  examined 
by  Dr.  W.  P.  Munn  and  showed  slight  apical  change.  Local 
measures  for  the  relief  of  the  catarrhal  affections  of  the  pharynx 
and  larynx  were  instituted,  and  were  followed  by  rapid  ameliora- 
tion. The  patient's  general  condition  improved  and  in  December 
he  was  in  such  excellent  state  of  health  that  he  was  allowed  to 
marry.  He  was  shortly  afterward  taken  ill  with  acute  pleurisy, 
complicated  by  an  intensely  acute  pharyngitis.  Within  a  few 
days  following  the  onset  of  the  pharyngeal  affection,  there  were 
detected  several  small  whitish  deposits  upon  the  anterior  surface 
of  the  right  anterior  pillar,  which  rapidly  spread  to  the  soft  pal- 
ate and  uvula,  and  were  followed  in  a  few  days  by  superficial  ul- 
ceration. These  were  ultimately  healed,  but  fresh  ones  appeared 
from  time  to  time,  and  although  there  was  no  infiltration,  there 
were  frequent  pin-head  deposits,  breaking  down  into  superficial 
ulcerations,  presenting  all  the  characteristics  of  pharyngeal  tuber- 
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culosis.      The  patient  ultimately  died  after  developing  intestinal, 
laryngeal,  and  other  complications. 

To  this  case  may  be  added  two  more  at  least,  which  prove 
that  the  view  held  by  some  concerning  protection  afforded  by  the 
epithelium  of  the  mucous  membrane,  aided  by  the  cilia  and  the 
flow  of  mucus,  is  certainly  plausible.  Acute  pharyngitis,  chronic 
catarrhal  pharyngitis,  trauma  to  the  epithelial  covering,  in  what- 
ever manner,  either  by  coughing,  by  the  tearing  off  of  secretion 
or  otherwise,  may  afford  easy  entrance  to  the  cause  of  infection; 
and  this  is  especially  true,  I  believe,  of  those  cases  of  acute 
pharyngitis,  attended  with  scanty  secretion  in  phthisical  cases,  in 
whom  the  secretions  are  all  depressed,  and  in  whom  mouth  breath- 
ing still  further  aggravates  the  pharyngitis. 

All  authors  are  agreed  upon  the  symptomologyof  typical  cases 
of  pharyngeal  tuberculosis,  as  well  as  upon  their  local  appearance. 
The  severity  of  symptoms,  however,  and  the  course  of  this  affec- 
tion are  modified  by  and  depend  upon  certain  complications  and 
the  position  of  the  attack.  Usually  the  symptoms  are  more  in- 
tense when  they  occur  in  patients  affected  with  advanced  pulmo- 
nary or  laryngeal  phthisis;  also,  when  several  points  of  attack  are 
developed  simultaneously.  When  the  posterior  wall  is  affected 
alone  the  process  is  slow,  as  well  as  attended  with  less  pain  and 
less  constitutional  disturbance.  A  case  now  under  observation 
presents  an  ovoid  superficial  ulceration  on  the  right  posterior  wall, 
in  a  patient  with  well  marked  pulmonary  complication  and  tuber- 
cular perichondritis  of  the  arytenoids  and  cricoid,  which  has  ex- 
isted since  January,  1S95,  without  material  change  in  spite  of 
persistent  and  vigorous  treatment.  In  fact,  the  symptoms  were 
so  mild  and  the  ulcerative  action  so  sluggish  that  the  propriety  of 
antisyphilitic  treatment  was  suggested.  This,  however,  was  fol- 
lowed by  no  improvement. 

Of  all  modifying  complications  I  consider  the  coexistence  of 
syphilis  to  be  of  most  importance.  In  one  case  antisyphilitic 
treatment  moderated  the  symptoms  and  delayed  the  fatal  termina- 
tion. In  another,  syphilis  was  not  thought  of  until  the  patient  re- 
turned after  an  absence  of  nearly  two  years,  showing  the  ravages 
of  pharyngeal  syphilis,  the  tubercular  trouble  having  been  kept  in 
abeyance;  in  two  other  cases  antitubercular  treatment,  local  and 
constitutional,  with  antisyphilitic  treatment  caused  complete 
healing.  The  improvement  in  these  two  cases  is  permanent  and 
so  marked  that,  were  it  not  for  the  repeated  demonstration  of  the 
tubercle  bacilli,  the  diagnosis  might  be  seriously  questioned. 
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The  stages  of  pharyngeal  tuberculosis  depend  upon  the  mode 
of  infection.  In  those  instances  in  which  infection  through  the 
lymph  channels  was  most  probable,  pallor,  infiltration,  pin-head 
tubercles,  ulceration,  seemed  to  be  the  mode  of  attack.  In  those 
in  which  local  invasion  seemed  evident,  acute  pharyngitis,  super- 
ficial pin-head  gray  tubercles,  adjoining  nodular  deposits,  no  dif- 
fuse, infiltration,  ulceration,  seemed  to  mark  its  progress.  This 
would  lead  us  to  agree  with  Wroblewski's  classification  in  which, 
as  a  result  of  the  study  of  fourteen  cases,  he  divides  them  into 
diffuse  and  miliary. 

The  diagnosis  is  not  difficult  in  typical,  uncomplicated  cases, 
and  I  take  it  to  be  unnecessary  to  recall  the  diagnostic  features  so 
well  described  by  all  observers.  But  in  those  cases  complicated 
with  syphilis,  the  character  of  the  ulcerations  may  assume  a  puz- 
zling appearance  by  their  sluggish  course,  slight  pain  and  dirty 
secretion,  which  are  more  characteristic  of  syphilis  than  of  tuber- 
culosis.    In  these  cases  three  points  of  distinction  are  of  value. 

First. — The  history  of  syphilis  in  a  patient,  examination  of 
whose  lungs  or  larynx  reveals  unmistakable  phthisical  signs. 

Second. — The  presence  of  tubercle  bacilli  in  repeated  examina- 
tions. 

Third. — The  result  of  treatment. 

In  the  treatment  of  tuberculosis  of  the  pharynx,  especial  stress 
should  be  placed  upon  prophylaxis.  Recognizing  the  ease  of 
local  infection,  much  attention  should  be  paid  to  the  treatment  of 
catarrhal  affections  of  the  upper  air  tract  and  the  proper  hygiene 
and  disinfection  of  the  mouth  and  pharynx  in  tubercular  subjects, 
maintaining  a  healthy  epithelial  surface,  is  of  much  value  in  offer- 
ing the  greatest  resistance  to  the  attack  of  the  infecting  agent. 
As  to  local  curative  remedies,  nitrate  of  silver,  40  grains  to  the 
ounce  is  of  service  early  in  the  attack,  when  the  ulcerations  are 
few  and  small.  Curettement  and  lactic  acid,  iodoform,  menthol 
in  oil,  have  given  me  some  satisfaction.  The  galvanocautery  has 
been  of  more  service  to  me  than  any  other  agent,  both  for  cure 
and  palliation.  Cocain  spray  and  iodoform  and  morphin  insuf- 
flation are  valuable  for  home  treatment.  General  treatment 
should  not  be  neglected,  while  antisyphilitic  medication  should  be 
carefully  followed  out  in  mixed  cases.  Here  my  experience 
teaches  me  to  depend  upon  mercury  more  than  upon  iodid  of  po- 
tassium; the  latter  should  be  given  in  smaller  doses  and  with  cau- 
tion. 

I  cannot  add  what  I  should  like  to,  that  our  Colorado  climate 
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so  beneficial  to  pulmonary,  and  at  times  to  laryngeal  phthisis,  has 
any  remedial  influence  upon  phar^-ngeal  tuberculosis.  Rather 
should  I  be  inclined  to  consider  it  unfavorable  for  these  cases.  Mili- 
ary tuberculosis,  with  which  tubercular  ulceration  of  the  pharynx 
is  often  associated,  presents  no  encouragement  in  any  climate,  but 
in  our  high  altitude,  it  is  my  conviction  that  cases  so  afflicted  de- 
cline very  rapidly.  The  climate  can  only  be  of  value  in  such 
cases  as  present  no  evidence  of  miliary  tuberculosis  or  advanced 
disease,  either  local  or  constitutional.  A  few  cases  have  been  ob- 
served in  which  improvement  occurred  in  the  pharyngeal  condi- 
tion, as  the  beneficial  effect  of  the  climate  made  itself  manifest  on 
the  general  state,  but  subsequently  more  diffuse  infection  oc- 
curring, the  patient's  general  health  rapidly  declined,  and  with  it 
the  local  disturbance  made  rapid  advance. 

In  conclusion.  I  trust  to  have  shown:  /'/W/,  that  pharyngeal 
tuberculosis  occurs  in  about  1^2  percent,  of  all  cases  of  phthisis; 
second,  that  clinical  evidence  favors  two  sources  of  infection,  viz., 
(a)  by  local  attack  upon  an  abnormal  mucous  surface,  (b)  through 
the  lymph  channels:  third,  that  the  severity  of  the  symptoms  and 
the  course  of  the  disease  are  modified  by  the  site  of  the  attack,  by 
laryngeal  and  pulmonary  complications,  and  by  association  with 
syphilis. 

Besides  many  text-books  and  reports  of  cases,  the  following 
references  bear  directly  upon  the  points  more  especially  dis- 
cussed: 

Macintyre. — Bacteriology  in  relation  to  diseases  of  the  throat 
and  nose.     Trans.  British  Laryng.  Assn,  1891,  p.  17. 

Rees. — A  mixed  case  of  syphilis  and  tubercle.  Trans.  British 
Laryng.  Assn.,    1891,  p.  40, 

Beale — Pathological  specimens  of  tubercular  infiltration  of 
pharynx  and  tongue.      Journ.  L.,  R.,  and  O.,  vol.  x,  p.  52. 

Boylan — Tuberculosis  of  the  pharynx,  Journ.  Am.  Med.  Assn., 
October  15,  1892. 

Wright. — Trans.  Am.  Laryng.  Assn.,  1895. 

Mariana. — Tubercular  ulcer  of  the  tongue.  Journ.  L.,  R.,  and 
O.,  vol.  ix,  p.  14. 

Lermoyez. — Tubercular    Adenoid    Vegetations.     Annals   des' 
Malad.  deV Oreille,  etc..  No.  10,    1S94. 

Dieulifoy. — Concealed  Tuberculosis  of  Tonsils.  Medico.  Surg. 
Bull.,  Xo.  10,  1895. 

Crossfield. — Tuberculosis  of  Larynx  and  Pharynx.  AnnaUs  of 
Ophthal.  and  Otol.,  vol.  ii,    Xo.  4. 
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Catti. — The  Pharyngolaryngeal  type  of  acute  miliary  tuber- 
culosis.     Wien.  Klin.  Wochen,  vol.  vii,    No.  24. 

Wroblewski. — Ueber  Pharynxtuberculose,  1887.  Intern.  Cen- 
tralblattfiir  L.  R.  amiO.,   1S88,  p.  214. 

Mikulicz  u.  Michelson. — Atlas  der  Kronkheiten  der  Mund  u. 
Rachenhohle,  1891.     Taf.  xx. 


DIPHTHERIA  OF  THE   NASOPHARYNX. 


BY    WALTER    J.     FREEMAN,    M.D. 


Although  we  find  brief  mention  here  and  there  of  the  occur- 
rence of  diphtheria  in  the  nasopharynx,  its  importance  in  this 
position  has  by  no  means  received  the  recognition  it  deserves. 
Guthrie  '  says  that  "nasal  diphtheria  is  very  common  in  children, 
and  may  often  escape  recognition,  for  membrane  .  .  .  may  be 
found  above  the  soft  palate  and  in  the  posterior  nares."  Moritz 
Schmidt  ^  says  that  the  formation  of  membrane  in  the  vault  must 
take  place  very  frequently,  but  dwells  upon  it  more  in  its  aspect 
of  causing  destructive  action  in  the  ears.  Seibert,^  Rosenburg,* 
and  many  others  regard  it  simply  as  an  extension  from  a  faucial 
diphtheria,  overlooking  apparently  the  fact  that  the  recognized 
tendency  of  this  process  is  to  extend  downward.  Bosworth,®  like- 
wise, calls  attention  to  the  fact  that  "  the  primary  deposit  occurs 
at  times  in  the  pharyngeal  vault  or  some  other  portion  of  the  up- 
per air  tract,"  but  he  does  not  take  the  position  that  this  is  a  very 
frequent  seat,  for  he  states  in  another  paragraph  that  "the  diph- 
theritic membrane  primarily  makes  its  appearance,  in  the  very 
large  majority  of  cases,  on  the  face  of  the  faucial  tonsil,  where  it 
is  open  to  direct  inspection.  ...  In  rare  instances,"  he  goes  on 
to  say,  "it  makes  its  appearance  on  the  pharyngeal  tonsil,  where 
it  can  be  inspected  only  by  the  rhinoscopic  mirror,"  adding  that 
"  this  last  resource  is  unavailing  in  most  cases  in  children."  In 
my  opinion,  however,  it  is  a  mistake  to  assume  that  the  disease 
first  makes  its  appearance  on  the  faucial  tonsil  simply  because  it 
is  first  recognized  there,  and  also  to  state  that  the  vault  can  be 
examined  only  by  means  of  the  rhinoscopic  mirror,  and  that  this 
is  unavailing  in  most  cases  in  children. 

The  period  of  incubation  of  diphtheria  is  given  by  the  majority 


Diphtheria  of  the  Nasopharynx.  67 

of  writers  as  about  four  days.  When,  however,  the  disease  has 
been  surely  traced  to  infection,  as  in  the  not  uncommon  instance 
of  a  physician's  receiving  the  expectoration  directly  in  the  face 
while  examining  a  patient,  the  incubation  is  found  to  be  but  twelve 
to  thirty-six  hours.  This,  as  has  been  experimentally  determined 
by  the  inoculation  of  the  ptomain  in  the  lower  animals,  is  probably 
the  true  period  of  incubation.  It  is,  therefore,  reasonable  to  be- 
lieve that,  in  those  cases  in  which  the  period  of  incubation  has 
been  extended  for  days  or  even  weeks,  the  infection  has  been  less 
in  amount  or  less  virulent,  and  has  needed  time  to  develop.  No- 
where could  this  more  easily  take  place  than  in  the  nose,  or  in  the 
crypts  and  folds  of  the  various  tonsil  groups,  especially  those  of 
the  nasopharynx,  where  no  mechanical  cleansing  takes  place  as 
in  eating  and  drinking. 

The  literature  of  the  subject  of  diphtheria  is  vast,  and  I  shall 
not  enter  into  a  detailed  account  of  the  history  of  the  disease.  I 
feel,  however,  that  a  brief  synopsis  is  not  amiss,  that  a  more  per- 
fect understanding  of  the  points  to  be  discussed  in  the  paper  may 
obtain.  The  microbic  origin  of  diphtheria  was  first  recognized  in 
1868  by  Oertel,*  who  thought  that  in  a  micrococcus  he  had  found 
the  specific  germ.  It  was  not,  however,  until  sixteen  years  later 
that  Klebs'  announced  the  discovery  of  the  true  bacillus  of  diph- 
theria, which  has  since  that  time  been  called  conjointly  by  his 
name  and  by  that  of  Loffler,*  who  a  year  later  first  proved  that  the 
bacillus  was  pathogenic  and  obtained  cultures.  The  Klebs-Loffler 
bacillus  is  of  about  the  same  length  as  the  tubercle  bacillus,  but  is 
much  thicker  and  is  somewhat  bent  or  curved.  It  is  irregular  in 
outline,  due  to  its  beaded  or  granular  appearance,  and  is  motion- 
less. Its  chief  characteristics  are  the  rapidity  and  pecular  appear- 
ance of  its  growth  on  culture  media,  which,  acccording  to  Park,* 
distinctly  differs  from  that  of  any  other  mouth  bacteria,  except — 
notice  this — the  so-called  pseudodiphtheria  bacillus,  and  in  its 
taking  the  stain  in  a  peculiar  way,  the  granules  and  the  ends,  one 
or  both  of  which  are  clubbed,  being  more  deeply  colored.  But  it 
must  be  remembered  that  many  circumstances,  such  as  different 
culture  media  and  other  influences  in  growing,  alter  the  shape  of 
the  germs  very  markedly,  so  that,  for  instance,  instead  of  having 
the  club-shaped  ends,  these  may  even  be  pointed.  The  theory 
that  the  Klebs-Loffler  bacillus  is  the  cause  of  diphtheria  is  now 
firmly  established,  as  firmly  as  in  the  case  of  any  of  the  germ  dis- 
eases, but  we  also  recognize  that  pseudomembrane  may  be  formed 
by  other  germs  and  possibly  even  by  inflammations   not  microbic 
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in  origin.  Loffler'*  in  1887  announced  that  a  bacillus  closely  re- 
sembling that  of  typical  diphtheria  existed  in  apparently  harmless 
pseudomembranous  inflammations,  which  from  their  mild  clinical 
course  could  not  be  distinctly  classed  with  true  diphtheria.  Its 
chief  points  of  difference,  he  says,  are  that  it  is  not  pathogenic, 
that  its  ends  are  not  so  often  club-shaped,  and  that  it  does  not 
grow  so  characteristically.  The  life  of  the  so-called  pseudodiph- 
theria  bacillus  is  extremely  short,  and  in  this  corresponds  with  the 
degenerated  form  of  the  bacillus  of  true  diphtheria  found  in  mem- 
branous rhinitis  and  other  cases  of  mild  diphtheria.  The  vitality 
of  the  Klebs-Loffler  bacillus,  on  the  other  hand,  is  very  great. 
Park  states  that  some  membrane  on  cloth  still  gave  cultures  after 
six  months.  Von  Hoffmann  ''  has  isolated  a  bacillus  which,  except 
for  its  non-pathogenic  properties,  cannot  be  distinguished  from 
the  bacillus  diphtherise.  This  he  found  also  on  apparently  healthy 
mucous  membranes. 

In  view  of  these  facts,  it  is  not  surprising  that  so  much  doubt 
and  confusion  should  arise  as  to  the  differential  diagnosis  between 
diseases  exhibiting  pseudomembrane  as  their  earliest  and  most 
pronounced  symptom.  Since  such  diseases  exist,  so  alike  in  their 
most  prominent  symptoms,  the  one  very  fatal,  the  otherapparently 
innocent,  it  is  of  the  utmost  importance  that  the  most  searching 
analyses  and  every  means  of  diagnosis  at  our  command  should  be 
employed  to  enable  us  to  arrive  at  a  correct  diagnosis.  Roux  and 
Yersin,'*  and  Abbott,'^  have  asserted,  and  as  I  think  on  good 
grounds,  that  the  pseudobacillus  above  mentioned  is  but  an  at- 
tentuated  form  of  the  Klebs-Loffler  bacillus,  and  may  under  cer- 
tain conditions  recover  its  virulency.  While  the  so-called  pseudo- 
bacillus  gives  rise  to  symptoms  differing  clinically  from  the 
Klebs-Loffler  bacillus,  the  difference  is  more  in  degree  than  in 
kind,  and  Abbott  '*  has  found  that  the  same  pathological  changes 
follow,  though  in  less  degree.  The  characteristic  symptoms  pro- 
duced by  typical  diphtheria  arise  too  late  in  the  course  of  the  dis- 
ease to  serve  a  practical  purpose  in  affording  us  means  to  differ- 
entiate the  two.  Often  the  occurrence  of  diphtheritic  paralyses 
or  of  albuminuria  has  been  our  only  means  of  knowing  that  the 
patient  has  had  true  diphtheria,  the  course  has  been  so  mild,  re- 
sembling in  so  many  ways  that  of  pseudodiphtheria.  Hardly  one 
of  us  but  has  seen  cases  of  true  diphtheria,  proved  such  by  the 
typical  sequelae  above  mentioned,  run  their  course  with  hardly  a 
constitutional  symptom,  and  again  we  have  all  had  most  threaten- 
ing cases,  causing  us  no  end  of  anxiety  and  doubt,  recover  in  a 
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few  days.  When  we  think  of  the  mild  cases,  even  simulating 
simple  lacunar  tonsillitis,  which  give  rise,  as  has  been  proven  by 
reliable  authorities,  to  diphtheria  of  fatal  termination  and  also 
to  infection  to  others,  we  begin  to  appreciate  the  responsibility 
resting  upon  us,  and  are  taught  to  regard  with  a  certain  amount 
of  gravity  all  pseudomembranous  exudate  wherever  formed. 
This  was  brought  most  forcibly  to  my  mind  during  the  years  1893 
and  1894,  when  Abbott  and  Ravenel  were  carrying  on  their  bac- 
teriological investigations  in  membranous  rhinitis,  upon  the  results 
of  which  they  based  their  brochures  and  presented  the  largest 
summary  of  cases  published  up  to  the  year  1895.  Of  the  thirteen 
new  cases  Abbott  '*  and  Ravenel"  reported,  in  all  of  which  Klebs- 
Loffler  bacilli  were  found,  nine  had  been  reported  from  my  clinics 
at  the  Children's  and  Polyclinic  Hospitals.  Until  that  time  such 
cases  had  been  treated  as  dispensary  patients  and  seldom  sub- 
mitted to  bacteriological  examination,  because  there  were  so  few 
constitutional  symptoms  to  cause  any  suspicion  of  gravity.  Finding 
that  several  cases  of  infection  undoubtedly  arose  from  these,  no 
more  cases  of  this  disease  have  been  permitted  more  than  the  one 
visit  to  the  dispensaries,  and  have  been  immediately  reported  to 
the  board  of  health  as  cases  of  nasal  diphtheria. 

Although  the  anterior  nares  are  so  easily  examined,  such  a 
location  for  diphtheria  has  been  recognized  only  for  a  few  years, 
and  no  one  can  doubt  that  the  nasopharynx,  although  hitherto 
examined  even  less  frequently  for  diphtheria,  forms  a  much  more 
likely  field  for  the  lodgment  and  growth  of  such  pathogenic  micro- 
organisms. The  recognition  of  pathological  processes  here, 
although  at  times  attended  with  much  difficulty  and  requiring  much 
patience,  will  amply  repay  the  pains  taken,  as  it  is  an  axiom  that 
the  earlier  the  diagnosis  of  a  disease  the  better  the  prognosis. 

Notwithstanding  Bosworth's  statement  to  the  contrary,  I  feel 
convinced  that  in  a  large  majority  of  children  it  is  possible  to  ex- 
amine the  nasopharynx.  In  those  cases  in  which  the  examina- 
tion with  the  rhinoscopic  mirror  cannot  be  made  seccessfully,  there 
still  remain  to  us  other  methods  of  examining  this  region,  namely: 
(i)  Inspection  through  the  anterior  nares,  and  (2)  bacteriological 
culture  from  the  vault,  with  one  of  which  we  can  ordinarily  attain 
our  end.  Thus,  of  380  dispensary  patients  between  two  and 
twelve  years  of  age,  I  could  study  the  vault  in  234,  in  many  only 
through  the  anterior  nares.  I  acknowledge  that  in  many  subjects 
suffering  from  diphtheria  the  examination  would  be  more  difficult, 
but  not  if  undertaken  early.      The  accompanying  cut,  taken  from 
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an  article  in  the  Polyclinic  Journal,^*  shows  an  easy  method  I  have 
used  for  holding  children  for  throat  and  nose  examination,  though 
in  most  cases  of  severe  diphtheria  any  forcible  methods  are  un- 
advisable. 


Easy  Method  of  Holding  Children  for  Throat  and  Nose  Examination. 

No  one  will  deny  at  this  date  that  diphtheria  is  a  local  affec- 
tion, and  gives  rise  only  secondarily  to  constitutional  symptoms 
by  the  absorption  of  the  toxalbumins  generated  by  the  bacillus. 
It  has  been  proven  that  the  membrane  deprived  of  its  germs  pro- 
duces the  diphtheria  by  the  action  of   its  ptomain,  a  ptomain  sa 
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poisonous  that  "one-three  hundredth  of  a  grain  is  fatal  to  a  full- 
grown  guinea-pig."  If  we  can,  therefore,  detect  the  disease  clinic- 
ally at  the  point  where  the  infection  is  just  taking  place,  that  is  to 
say,  at  its  strictly  primary  seat,  where  the  "thin  smoky  film  of 
fibrous  exudate  "  is  only  beginning  to  form,  and  slight  constitu- 
tional symptoms  exist,  much  can  be  done  to  arrest  its  progress. 
For  "we  may  hope,"  as  Bosworth  says,  "  by  the  first  application 
to  rob  the  local  progress  of  much  of  its  infective  potency  and 
limit  its  capacity  for  extension."  Recognizing  this,  we  should  ex- 
amine with  the  most  thorough  scrutiny  not  simply  the  pharynx 
and  larynx,  as  is  usually  done,  but  also  the  nares  and  naso- 
pharynx, and  not  merely  in  cases  of  suspected  diphtheria,  but  in  all 
our  patients,  even  those  in  whom  some  evident  cause  of  sickness 
exists.  The  procedures  are  so  easy  of  accomplishment  in  a  large 
number  of  instances  that  it  should  be  a  rule  for  general  practi- 
tioners also  to  adopt  them  as  one  of  their  routine  methods  of 
physical  diagnosis.  We  would  then  seldom  hear  the  statement 
that  the  disease  is  constitutional  "because  the  symptoms  precede 
the  local  manifestations." 

As  the  whole  course  of  diphtheria  is  often  only  a  few  days,  if 
we  can  gain  even  a  few  hours  in  the  recognition  of  the  disease  the 
balance  will  probably  turn  in  our  favor.  Bacteriology  has  done 
much  in  enabling  us  to  tell  whether  the  pathological  process  is 
diphtheritic.  Time  gained  in  controlling  the  disease  is,  however, 
only  to  be  obtained  by  discovery  of  the  primary  seat  or  true  origin 
before  the  pseudomembrane  is  well  formed,  and  therefore  before 
absorption  leading  to  symptoms  of  toxemia  has  begun  to  take 
place.  Diphtheria  is  a  disease  which  overwhelms  patients  so  sud- 
denly that,  except  at  the  very  beginning  or  when  it  is  quite  mild, 
cases  of  it  comparatively  rarely  come  to  the  dispensaries.  They 
are  struck  down  and  feel  so  ill  that  the  throat  symptoms  sink  into 
insignificance  and  the  general  practitioner  is  called,  so  that, 
although  the  laryngologist  may  be  called  upon  to  exercise  his 
peculiar  skill  in  diagnosis  or  treatment,  it  is,  unfortunately,  not 
until  the  disease  has  made  considerable  progress.  Thus  is  it  that 
our  dispensary  cases  of  diphtheria  are  mostly  made  up  of  mem- 
branous rhinitis  or  of  diphtheria  just  commencing  in  the  naso- 
pharynx, fauces,  or  larynx,  in  which  there  are  few  and  light  con- 
stitutional symptoms,  and  the  patient  comes  because  of  some 
merely  local  discomfort. 

Case  I. — Aged  nine  years.  Taken  sick  November  25,  1893. 
Pseudomembrane   in   nasopharynx  and  covering  both   Eustachian 
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prominences.  Klebs-Loffler  bacilli  found.  Pseudomembrane 
disappeared  December  i,  1893.  Only  sequela  was  a  slow  pulse 
(50),  thus  showing  the  unmistakable  diphtheritic  toxemia.  At  no 
time  was  the  pseudomembrane  elsewhere  than  in  the  vault. 

Case  II. — Physician,  who  for  two  weeks  had  been  treating  a 
case  of  diphtheria  in  a  child,  with  Klebs-Lofller  bacilli  present, 
and  albuminuria,  ciliary,  and  other  pareses.  The  physician  de- 
veloped sore  throat  with  headache  on  November  21,  1S95.  Exam- 
ination showed  slight  exudate  in  the  nasopharynx.  Next  day,  in 
spite  of  all  antiseptic  measures,  there  was  increase  of  pseudo- 
membrane in  the  vault.  Dr.  Harrison  Allen  was  called  in  consulta- 
tion; decision,  probable  diphtheria.  Antitoxin  injection  November 
2 2d.  False  membrane  absent  November  26th.  Isolation,  how- 
ever, continued,  because  of  persistent  presence  of  Klebs-Loffler 
bacilli.  Recovery  uneventful;  no  sequelae.  At  no  time  was  the 
pseudomembrane  present  elsewhere  than  in  the  nasopharynx. 

Case  III. — J.  C ,  aged  eleven  years.   March  24,  1896,  vault 

simply  lined  with  pseudomembrane.  None  elsewhere.  Clinical 
diagnosis,  diphtheria.  Culture  taken  and  examined,  with  report 
"  contains  some  doubtful  bacilli."  Second  day  merest  trace  of 
membrane  on  left  Eustachian  prominence.  I  considered  the  patient 
practically  well,  and  the  diagnosis  a  mistake,  but  he  returned  to 
the  clinic  March  28,  1896,  after  having  been  sick  two  days. 
Vomited,  and  on  the  third  day  had  acute  otitis  media  sinistra. 
Examination  of  the  vault  showed  the  pseudomembrane  still 
present  on  left  Eustachian  prominence.  Another  culture  taken 
April  3,  1896,  and  answer  returned  April  6,  1S96,  "Case  is  one  of 
true  diphtheria."  House  quarantined  and  patient  sent  to  Munic- 
ipal Hospital.  No  pseudomembrane  at  any  time  elsewhere  than 
in  the  vault. 

Cases  IV  and  V. — M.  N ,  aged  four  and  a  half  years.    July 

20,1893.    Apparently  simple  rhinitis.    One  week  later  membranous 

rhinitis  and    pseudomembrane    in    the    fauces.       R.    N ,    her 

brother,  aged  eight  and  a  half  years,  at  the  same  time  had  pseudo- 
membrane only  in  the  nasopharynx. 

I  have  observed  numerous  other  cases  of  pseudomembranous 
deposit   in  the  vault,  which,  however,  I   have   not  been  able   to 

follow. 

It  is  of  importance  to  call   attention  also  to  two  interesting 

cases  reported  by  Holt.'' 

(i)  Rachitic   child,    aged   two  years.      January   7,   1890,    had 
profuse   nasal   discharge.      No  pseudomembrane    visible   for  two 
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weeks,  then  a  minute  spot  on  one  tonsil,  and  four  days  later  on 
the  other.      Death  finally  resulted. 

(2)  An  infant,  six  months  old,  exposed  to  this  one,  had  nasal 
discharge  of  mucus  and  blood  for  twenty-nine  days  without  other 
symptoms  of  diphtheria.  Then  edema  of  the  extremities  occurred, 
followed  by  death  on  the  thirtieth  day  as  a  result  of  nephritis. 
There  was  no  visible  membrane  at  any  time.  Autopsy  showed  a 
patch  of  diphtheritic  membrane  one  inch  in  diameter  in  the  naso- 
pharynx, and  a  smaller  one  in  the  pharynx  near  the  epiglottis. 
No  bacteriological  examination  was  made. 

In  presenting  these  cases,  although  they  are  few  in  number, 
when  we  take  into  account  the  infrequency  with  which,  for  the 
reasons  mentioned  above,  we  see  diphtheria  in  the  dispensaries,  I 
regard  them  as  sufficient  in  number  and  importance  to  warrant 
the  claim  that  the  nasopharynx  is  very  frequently  the  starting- 
point  of  the  disease.  The  fact  that  there  was  no  extension  of  the 
pseudomembrane  in  the  cases  I  reported,  and  that  the  cases  ran 
such  a  short  mild  course,  is  due,  I  believe,  to  the  early  recognition 
of  the  disease  and  to  the  thorough  methods  of  cleansing  the  naso- 
pharynx. 
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TORTICOLLIS  AND  ADENOID  GROWTHS. 


BV    J.     E.     SCHADLE,     M.D. 


Hypertrophied  lymphoid  tissue  at  the  vault  of  the  pharynx, 
according  to  my  research  on  the  subject,  has  not  heretofore  been 
recognized  in  its  pathologic  relation  to  torticollis. 

That  an  intimate  relationship  does  exist  is,  I  believe,  quite 
clearly  demonstrated  by  the  clinical  features  and  satisfactory  re- 
sults obtained  in  the  following  dispensary  case  sent  to  me  by  my 
colleague,  Dr.  Gillette.  In  his  note  of  reference  Dr.  Gillette 
says:  "  I  refer  this  case  to  you,  as  I  think  it  bears  some  resem- 
blance to  one  which  I  sent  you  some  months  ago,  and  upon  which 
you  operated.  The  boy  is  about  three  years  old  and  was  under  my 
care  some  three  months  since  for  rickets,  from  which  he  had  a 
good  recovery.  The  mother  informs  me  that  about  six  weeks  ago 
he  seemed  to  be  suffering  from  a  'slight  cold,'  and  she  observed 
that  he  did  not  hold  his  head  straight.  A  physician  was  called  and 
ordered  hot  applications  to  the  'contracted  side  of  the  neck;' 
from  that  time  to  the  present,  she  has  continued  this  treatment 
and  other  domestic  remedies  with  no  improvement.  It  is,  as  you 
notice,  a  well-marked  case  of  torticollis.  The  child  has  no  fever, 
or  any  constitutional  symptoms.  The  head  is  held  perfectly  rigid 
by  the  tonic  spasm  of  the  sternoclidomastoid  muscle,  which  is 
the  only  muscle  seemingly  involved.  I  find  no  evidence  of 
nervous  trouble,  caries  of  the  vertebrae  or  scoliosis,  neither  is 
there  any  history  or  manifestation  of  injury;  all  I  discover  is  the 
wryneck  and  the  hypertrophied  tonsils.  If  you  find  any  disease 
of  the  nose  or  throat,  please  treat  it  and  have  the  child  referred 
to  me  for  observation." 
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The  child  presented  the  usual  physical  signs  of  obstructed 
nose  breathing.  On  examination  of  the  throat  I  observed  the 
tonsils  congested  and  swollen.  A  rhinoscopic  examination  of  the 
retronasal  space  not  being  practicable,  I  explored  the  cavity  with 
the  index  finger,  and  found  it  occupied  by  a  mass  of  hypertrophied 
lymphoid  tissue.  Curettment  was  resorted  to  and  the  adenoid 
vegetations  were  thoroughly  removed. 

The  case  progressed  favorably  without  any  untoward  symp- 
toms manifesting  themselves.  On  the  second  day  after  the  oper- 
ation the  patient  was  seen  and  showed  improved  respiration  and 
total  disappearance  of  the  wryneck.  It  is  now  three  months 
since  the  case  was  dismissed,  and  up  to  this  time  no  symptom  of  a 
reappearance  of  the  torticollis  has  been  noticed.  The  general 
health  has  improved  most  markedly. 

It  may  be  well  to  state  that  the  other  case  referred  to  in  Dr. 
Gillette's  letter  was  operated  upon  two  years  ago.  The  boy  was 
eight  years  old  and  suffered  from  wryneck  from  infancy  in  a  marked 
degree.  It  was  a  typical  case  of  obstructed  nasal  respiration  pro- 
duced by  the  presence  of  adenoid  vegetations  and  chronic  hyper- 
trophy of  the  faucial  tonsils.  The  three  tonsils  (pharyngeal  and 
faucial)  were  removed.     The  boy  has  been  well  ever  since. 
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A    STUDY   OF   THREE   HUNDRED   AND    FIFTY  CASES 

OF  EAR  DISEASES. 


BY    WENDELL    C.     PHILLIPS,     M.D. 


It  was  not  the  original  purpose  to  present  any  considerable 
portion  of  this  paper  in  tabular  form,  but  the  plan  arranged  to 
get  the  histories  into  proper  shape  for  study  was  found,  upon  its 
completion,  to  give  a  fairly  complete  history  of  the  diagnosis, 
duration,  cause,  complications,  operations,  treatment,  and  results 
of  the"35o  cases,  so  that  it  has  seemed  wise  to  present  it  in  its  original 
form,  with  such  comments  as  seem  naturally  to  arise  from  a  care- 
ful study  of  not  only  the  patients  themselves,  but  of  these  com- 
pleted histories. 

All  of  these  cases  came  under  my  own  personal  observation, 
and  were  treated  in  the  Manhattan  Eye  and  Ear  Hospital. 
Those  of  you  who  have  helped  at  clinics  know  how  difficult  it  is 
to  get  complete  histories.  For  various  reasons,  patients  cease 
coming  after  one  or  more  treatments,  and  all  efforts  to  get  them 
to  return,  even  for  examination,  fail.  Again,  there  is  that  class 
•  of  so-called  "rounders,"  or  "  floaters,"  who  go  from  one  institu- 
tion to  another,  never  remaining  very  Ipng  in  any  one  place. 

In  all  the  cases  under  consideration,  postal  cards  requesting 
a  return  for  inspection  have  been  sent,  and  a  small  proportion 
have  responded,  giving  an  opportunity  for  reexamination,  re- 
testing,  etc. 

It  will  also  be  noted  that  under  the  heading  "Results,"  in  the 
tabular  form,  the  improvement,  non-improvement  or  cure  of  each 
diseased  condition  is  noted,  some  patients  having  as  many  as 
three,  so  that  the  number  of  diseased  conditions  is  in  excess  of 
the  number  of  patients  treated. 

Under  the  same  heading  attention  is  directed  to  results 
marked  "  not  returned."  This  refers  to  those  patients  who  did 
not  return  after  the  first  examination.  Where  improvement  has 
been  noted,  it  has  invariably  been  according  to  the  patient's 
statement  that  he  was  better,  and  no  doubt  many  of  these  cases 
relapsed  into  the  original  conditions  after  ceasing  treatment.  On 
the  other  hand,  there  can  be  but  little  doubt  that  a  considerable 
number  of  the  results  marked  "not  returned  "  were  actually  cured 
(this  being  the  reason  for  not  returning).  It  is  a  custom  in 
some  institutions  to  count  as   cured  such  cases  as  do  not  return 
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for  further  treatment;  but  it  seems  the  more  just  plan  to  state 
the  facts  as  they  are.  The  following  is  the  history  form  now 
being  used  in  all  the  ear  clinics  at  the  Manhattan  Eye  and  Ear 
Hospital. 

HISTORY    AXD    DIATHESIS. 


R. 


B.P.A.P. 


Duration. 

Imp'd  Hearing, 

Tinnitis(kind). 

Discharge. 

Pain. 

Paracusis. 

Vertigo. 

Auricle. 

Mastoid. 

Canal. 

n.  T. 

Valsalva. 

Siegle. 

Shrapnell. 

Weber,  B.P,A.P. 


L. 


Watch 

Acoum- 
eter. 

Galton. 

Voice. 

Galton. 

Rinne, 

A.  C. 

Schwa- 
bach. 

B.  C. 

C 

Cx 

c, 

c, 

c. 

T.  F. 

C 

c. 

C, 

Cs 

c. 

Nose, 
Nasophar, 
Pharynx. 
Tubes. 


Diagnosis. 
Prognosis, 


Name- 


Address- 


Age- 


Occupation- 


Date- 


Whole  No. 


Xo. 
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The  reverse  of  this  sheet  is  left  blank  for  notes  upon  the 
treatment,  constitutional  and  special. 

Much  care  has  been  given  to  the  first  examination  of  the  pa- 
tient, not  only  to  get  a  good  history  of  the  case,  but  to  ascertain 
cause,  complications,  etc. 

Complete  tests  have  been  made  in  cases  where  it  was  deemed 
at  all  necessary,  and  partial  tests  in  others.  In  many  of  the  cases 
reported,  the  complete  series  of  tests  have  been  made  at  inter- 
vals of  one  month. 

Much  attention  has  been  given  to  diseased  nasal  conditions, 
and  an  effort  has  been  made  to  correct,  so  far  as  possible,  these 
contributing  causes. 

It  is  interesting  to  note  that  patients  who  have  impacted  cer- 
umen date  their  symptoms  to  a  recent  bath  in  salt  or  fresh  water, 
having  noticed  no  previous  symptoms.  This  is  no  doubt  due  to 
the  softening  action  of  the  water  upon  the  masses  of  cerumen, 
resulting  in  the  final  closing  of  the  canal,  or  pressure  upon  the 
membrana  tympani. 

A  full  report,  covering  all  the  cases  of  mastoid  diseases  in  this 
series,  has  already  been  made  in  a  paper  entitled  "  Disease  of  the 
Mastoid — A  Report  of  Seventeen  Cases,"  and  published  in  the 
Manhattan  Eye  and  Ear  Hospital  Reports  for  1896  (page  71). 

Of  the  cases  reported,  the  following  is  a  classification  of  the 
diseases  treated: 

Cases. 

Otitis  Externa  Ac 45 

O.  M.  C.  Ac.  (Attic) 22 

O.  M.  C.  Ac,  (with  diseased  nasal  conditions) 19 

Mastoiditis 8 

O.  M,  S.  Ac 32 

O.  M.  S.  C 87 

O.  M.  C.  C 128 

Otitis  Interna 4 

Mixed  cases 17 

Impacted  Cerumen 80 

Tinnitus  (marked  symptoms) 207 

Otalgia 10 

Of  the  350  cases,  there  were: 

Adults  (over  fourteen  years) 278 

Children  (under  fourteen  years) 72 

Of  the  72  children,  the  exanthemata  were  given  as  causal,  as 
follows: 
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Cases. 

Measles 6 

Scarlet  fever • 4 

Small-pox I 

Lamphoid  tissue  in  the  vault  of  the  pharynx  was  present  and 
considered  casual,  in  children,  in  twenty-five  cases. 

The  records  also  show  that  a  very  large  percentage  of  the  en- 
tire series  of  350  cases  were  complicated  with  some  form  of  nasal 
disease,  by  291,  or  eighty-three  per  cent. 

Two  cases,  with  rather  unusual  complications,  are  reported  in 
full. 

Case  342  possessed  some  features  that  seem  worthy  of  men- 
tion.  The  diagnosis  being  O.  M.  C.  C. ,  complicated  with  petit  mal. 

L.  S.,  aged  29  years;  housewife.  Came  under  treatment  De- 
cember 3,  1895.  She  had  gradually  increasing  deafness  in  the 
left  ear  for  three  years,  and  the  right  not  so  long.  Had  been 
treated  in  another  institution  in  this  city  without  improvement. 
The  deafness  was  accompanied  by  distressing  tinnitis,  sometimes 
like  "escaping  steam,"  and  at  other  times  "like  bells  ringing. " 
Had  vertigo  at  times  and  felt  like  falling  forward.  She  is  run 
down  and  anemic.  The  right  M.  T.  hazy  and  retracted,  espe- 
cially in  post,  quadrant.  The  left  M.  T.  much  retracted,  hazy, 
light  reflex  gone. 

Watch  :   R.  V„.      L.  y,,.     Voice :  R.  S  ft.      L.  i  ft. 
Weber:  L.  Rinne:   R.  c  Vn-     c"  "/«•     c*  "/:• 

"  L.   C    Ve.       C^'%.       C*Vs. 

Treatment:   Potass,  iodid.  gr.  v,  t.  i.  d.      Catheter. 

December  19th.  Has  been  ill  with  pulmonary  inflammation — 
"nearly  pneumonia, "  and  is  still  very  weak.  Says  she  had  a 
"dizzy  faint  "  spell  this  morning,  and  since  that  time  the  tinnitis 
has  been  entirely  relieved.  Catheter  and  Siegle,  and  the  K.  I. 
again.  At  this  treatment  the  nerve  symptoms  seemed  so  marked 
that  she  was  referred  to  the  nerve  department  for  both  the  elec- 
trical tests  and  for  diagnosis. 

Report  of  Dr.  Terriburry: 

"January  26,  1896.  Is  very  susceptible  to  head  current; 
noise  is  heard  with  cathode  closing  in  each  ear,  about  five  mil, 
amp.  current.  Examination  deferred  on  account  of  vertigo.  Jan- 
uary 30th.  Whistling  noise  heard  with  cathode  closing  in  right  ear, 
six  mil.  amp^  current;  nothing  heard  with  anode  opening.  Same 
result  in  left  ear  with  same  current."  "  Diagnosis  is  petit  mal." 
Stopped  K.  I.  and  gave  tr.  gelsem.      m.  v,  t.  i.  d. 
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March  ist.  Tinnitis  scarcely  heard  for  eighteen  days,  but 
there  is  a  return,  and  is  just  as  bad  as  ever;  catheter  and  Del- 
stanche. 

March  19.  Again  some  improvement  since  last  treatment. 
Still  has  attacks  of  vertigo,  but  not  so  severe. 

March  31.  Gelsemium  seems  to  be  no  longer  effective  and 
gave  codeia  gr.  -^-^  tM&xy  four  hours.  She  has  not  since  returned, 
and  probably  for  the  reason  that  there  was  no  improvement. 

Case  No.  5. — Acute  inflammation  of  the  atticus  tympanicus; 
both  sides  complicated  with  acute  empyema  of  the  maxillary  an- 
trum, right  side.  F.  B.,  thirty-five  years,  nurse.  Complained 
of  tinnitus  and  dulness,  and  same  in  left  ear  for  several  days. 
Pain  on  deglutition,  shooting  into  right  ear.  Nose  stopped  up, 
and  yellowish  discharge  from  right  side  and  into  throat.  There 
was  severe  inflammation  in  attic  region  of  both  membranae  tym- 
pani,  much  worse  on  right  side,  with  very  slight  bulging.  A  so- 
lution made  up  of  cocain,  four  per  cent.,  and  resorcin,  eight  per 
cent.,  was  prescribed,  with  directions  to  put  m.  x.  in  each  ear 
every  four  hours.  Percussion  over  the  right  antrum  elicited  ten- 
derness, and  rhinoscopic  examination  revealed  yellowish  pus  in 
region  of  the  ostium  maxillare,  and  translumination  indicated  a 
very  dark  area  underneath  the  right  eye,  while  there  was  a  very 
bright  area  upon  the  left  side. 

The  ear  treatment  was  continued  about  one  week,  and  all 
symptoms  subsided.  The  only  treatment  for  the  antrum  was  to 
daily  reduce  the  swelling  in  the  region  of  the  ostium  maxillare 
with  cocain,  and  with  a  curved  syringe  cannula  inject  warm  five  per 
cent,  borolyptol  solution  into  the  antrum,  which  was  not  difficult 
in  this  case.  After  injection,  he  was  directed  to  lie  down  and 
hang  his  head  downward,  and  the  yellowish  pus  flowed  freely. 
He  recovered  completely  in  a  few  days.  An  effort  was  made  to 
determine  the  cause  of  these  two  acute  conditions,  and  whether 
they  in  any  way  depended  upon  each  other,  or  whether  it  was 
simply  a  coincidence;  but  no  history  giving  any  light  upon  it 
could  be  obtained. 

In  this  clinic  much  attention  is  given  to  the  general  condition 
of  patients,  and  a  glance  at  the  treatment  will  show  that  a  large 
percentage  of  cases  received  the  benefit  of  internal  medication 
by  means  of  tonics  and  general  building-up  treatment,  and  through 
these  means,  the  additional  advantage  of  much  more  rapid  ame- 
lioration of  the  special  ear  symptoms.  The  internal  administra- 
tion of  ol.  morrh.  and  iron  has  been   found   a   most  valuable  ad- 
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junct  in  the  cure  of  cases  of  O.  M.  S.  C.  in  strumous,  anemic,  or 
otherwise  unhealthy  children.  Too  much  stress  cannot  be  laid 
upon  this  important  feature  in  the  treatment  of  ear  diseases. 

Attention  has  also  been  given  to  the  condition  of  the  teeth, 
and  all  cases  of  foul  or  decayed  teeth  have  been  referred  to  a 
dentist  and  otherwise  instructed  as  to  the  importance  of  preserv- 
ing the  teeth. 

I  desire  to  acknowledge  the  valuable  services  of  my  first  as- 
sistant. Dr.  Frank  T.  Hopkins,  in  arranging  the  statistics  for  this 
paper. 


OTITIS  MEDIA  CATARRHALIS,  CHRONICA,  WITH  A 
REPOR']'  OF  A  NEW  INSTRUMENT  FACILITATING 
THE  TREATMENT. 


BY    JOS,     E.     WILLETTS,     M.D. 


We  are  all  familiar  with  the  etiology,  pathological  changes,  and 
general  appearance  of  the  membrana  tympani,  etc.,  in  this  dis- 
ease. The  chief  points  of  interest  are  its  frequency,  its  insidious- 
ness,  its  progressiveness,  its  destructiveness,  and  its  obstinacy  to 
treatment.  It  is  to  the  last  of  these  that  I  invite  your  attention. 
In  the  majority  of  cases  this  disorder  is  dependent  primarily  on 
some  nasopharyngeal  affection,  or  malformation,  which  causes, 
first,  a  congestion,  followed  by  hyperplastic  and  hypertrophic 
changes  in  the  Eustachian  tube,  causing  its  occlusion  and  there- 
by, according  to  most  authors,  interfering  with  the  proper  venti- 
lation of  the  tympanic  cavity;  the  residual  air  in  said  cavity  is 
absorbed  through  the  agency  of  the  blood,  creating  a  vacuum, 
and  the  drumhead  is  pressed  inward  by  the  external  atmospheric 
pressure.  Permit  me  to  quote  a  former  article  on  this  subject,  in 
which  the  following  question  arises: 

Is  the  atmospheric  pressure  sufficient  to  depress  the  handle  of 
the  malleus,  considering  the  natural  opposing  forces  to  be  nor- 
mal ? 

There  is  another  factor  in  the  retraction  of  the  drumhead  to 
which  there  is  generally  but  little  importance  attached,  and  that 
is  the  intratympanic  muscles.  The  retracted  membrana  tympani, 
during  the  first  attack  of  nasopharyngitis,  with  its  contingent 
hyperemia  of  the  Eustachian    tube  and  its  temporary  occlusion, 
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must  resume  its  normal  position  as  soon  as  the  Eustachean  tube 
again  becomes  patulous,  which  occurs  in  a  very  few  days. 

That  there  is  no  extensive  inflammation  of  the  tympanic  cav- 
ity or  membrane,  or  no  exudate  or  proliferation  of  the  drum  tis- 
sues at  this  time,  and  that  the  drumhead  does  not  remain 
retracted,  is  self-evident  from  the  fact  that  the  hearing  resumes 
its  normal  acuity.  It  is  only  after  repeated  attacks  of  "cold  in 
the  head  "  that  the  patient  finally  imagines  that  he  cannot  hear  as 
well  as  formerly.  Possibly  six  months  or  a  year  later  he  consults 
an  aurist. 

The  atmospheric  pressure  alone  is  not  sufficient,  or  rather  has 
not  existed  long  enough,  to  account  for  the  membrane's  final  re- 
tracted and  sclerosed  condition  in  these  cases.  I  do  not  think 
that  the  tympanic  cavity  is  ever  entirely  devoid  of  air,  except  in 
the  comparatively  rare  cases  of  complete  stenosis  of  the  Eustachian 
tube.  That  we  do  not  have  the  drumhead  undergoing  these 
sclerotic  changes  in  its  normal  position  is  more  than  probably  due 
to  the  early  disorganization  of  the  stapedius  muscle,  which  per- 
mits the  uncontrolled  action  of  the  tensor  tympani  to  hold  the 
drumhead  in  this  retracted  position  until  at  length  further  in- 
flammation and  infiltration  firmly  fix  it.  The  anatomical  relation 
of  the  stapedius  shows  this  to  be  possible.  It  lies  in  the  canal 
which  is  found  in  the  substance  of  the  pars  petrosa,  internal  to 
the  descending  part  of  the  Fallopian  canal,  and  opening  into  the 
tympanum  by  the  narrow  aperture  on  the  eminentia  pyramidalis. 
It  is  about  seven  millimeters  long,  quite  filling  the  canal,  having 
no  connective  tissue  adnexa  (Gruber),  as  has  the  tensor  tympani; 
and  sends  its  delicate  tendon  into  the  tympanum  through  the 
aperture  in  the  eminentia  pyramidalis,  to  be  inserted  into  the 
head  of  the  stapes,  and,  according  to  Rudinger,  into  the  lower 
extremity  of  the  descending  process  of  the  incus.  The  chief  ac- 
tion of  the  muscle  is  to  raise  the  anterior  part  of  the  foot  of  the 
stapes  out  of  the  fenestra  ovalis  (Gruber).  This  action  is  directly 
opposite  to  that  of  the  tensor  tympani  which  pushes  the  stapes 
into  the  oval  window.  It  is  the  more  delicate  of  the  two,  and 
the  fact  of  its  completely  filling  the  bony  canal  and  being  devoid 
of  a  sheath  or  connective-tissue  covering,  which  is  unusual,  is 
conducive  to  its  early  disorganization.  The  stapedius  muscle 
being  in  direct  touch  with  the  periosteum,  any  inflammation  of 
this  canal  would  partake  of  the  nature  of  periostitis;  which,  inter- 
fering with  its  nutrition,  would  naturally  result  in  the  speedy  dis- 
organization   of  the   muscle,    this   result  being   hastened  by  the 


otitis  Media   Catarrhalis,   Chronica.  83 

pressure  incident  to  the  periostitis.     With  the  destruction  of  this 
muscle  the  equilibrium  between  it  and  the  tensor  tympani  is  lost, 
the    membrane    is    retracted,  and    the    stapes    pushed    into    the 
foramen  ovale.     The  tensor  tympani,  though  exposed  to  the  same 
inflammatory  process,  is  differently  affected.      Being  covered  with 
a  sheath  of  connective  tissue,  it  is  not  so  liable  to  suffer  from  the 
pressure.     The  inflammation  assumes  the  character  of  a  cellulitis, 
and  the  vitality  of  the  muscle  escapes  the  deleterious  influence  to 
which   the  stapedius   is  subjected.      The   tensor  tympani  muscle 
arises  from  the  cartilaginous  portion  of  the  Eustachian  tube,  and 
from  a  portion  of  the  greater  wing  of  the  sphenoid  bone.      It  in- 
creases in  size  as  it  passes  through  the  upper  compartment  of  the 
canale  musculotubarii,  since  it  receives  some  fasciculi  which  arise 
from  the  septum  of  the  canal.      Its  tendon  passes  around  the  ros- 
trum cochleare,  in  order  to  reach  the  outer  wall  of  the  tympanum, 
where  it  is  inserted  into  the  inner  edge  and  anterior  surface  of  the 
handle   of  the   malleus.      Helmholtz   describes  the  action   of  the 
tensor  tympani   as   follows:     It,  first  of  all,  draws  the  handle  of 
the  malleus  and  the  tympanic  membrane  inward,  but  at  the  same 
time,  by  its  contraction,  it  acts  on   the  axis   ligament,   which   it 
draws  inward  and  puts  on  the  stretch;  thereby  the  head  of  the 
malleus  is  further  removed  from  the  incudotympanal  articulation, 
and   the  accessory  ligaments  of  the  incus,   not  only  toward  the 
hammer  but  also  at  the  apex  of  its  short  process,  are  stretched, 
the  latter  even  lifted  from  the  bone.      In  doing  so  the  incus  comes 
into  a  position  where  the  interlocking  teeth  of  the  articulation  be- 
tween it  and  the  malleus,  grip   each   other  most  firmly  (Gruber). 
Finally,  its   long  process  is  obliged   to  take  part  in   the  inward 
movement  of  the  handle  of  the  malleus  and  thus  press  the  stapes 
toward   the  fenestra   ovalis.      Considering   that   this  retraction  of 
the  drum  membrane  exists,  while  the  Eustachian  tube  is  patulous, 
before  noted  sclerotic  changes  or  adhesions  to  bind  it  down  have 
taken  place,  is  evidence  that  atmospheric  pressure  is  a  factor  of 
little  import.      If  this  be  so,  no  other  condition  could  produce  it, 
but  over-action  of  the  tensor  tympani,  from  the  loss  of  its  oppos- 
ing forces   through  the  disorganization  of  the   stapedius  muscle. 
In  a  condition  of  this  kind,  politzerization  is  not  only  not  bene- 
ficial,  but  contraindicated,  as  any  effective  massage  would  only 
strengthen  the  offending  muscle  and  increase  its    action.     This 
statement  is  in  keeping  with  the  results  of  politzerization,  which, 
I  venture  to  say,  if  tabulated,  would  not  show  two  per  cent,   of 
cures.      In  the  latter  stages,   where  the  drumhead  is   retracted 
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and  sclerosed,  with  stiffened  or  anchylosed  ossicles,  politzeriza- 
tion is  too  feeble  for  massage,  and  is  practically  useless  in  ear 
affections,  except  for  intratympanic  injections,  or  as  an  aid  in 
diagnosis.  The  benefit  to  the  patient  is  purely  psychical.  Its 
popularity  is  probably  due  more  to  the  impression  made  on  the 
patient,  than  to  the  results  of  the  inflation,  as  it  has  no  other  ad- 
vantage over  the  Valsalvan  method,  which  is  unobjectionable  in 
an  instructed  patient.  The  objection  to  this  method  of  inducing 
an  increased  blood  supply  to  an  already  hyperemic  organ,  does 
not  hold  good  in  instructed  patients,  as  both  tubes  can  be  inflated 
in  an  instant  if  the  patient  is  made  acquainted  with  the  result  to 
be  expected  from  the  maneuver. 

The  principle  of  paramount  importance  in  the  whole  technic 
of  the  present  treatment  of  this  disease,  is  inflation  and  massage, 
and  the  question  that  presents  itself  is,  Is  this  refractoriness  to 
treatment  due  to  the  intractibility  of  the  disease  or  to  some  defect 
in  the  method  employed?  I  am  inclined  to  think  it  is  the  latter. 
Admitting,  as  we  must,  that  extensive  pathological  changes  exist 
as  a  sequence  of  this  disease,  that  we  have  proliferation  of  the 
drum  tissue,  that  we  have  ligamentous  adhesions  in  the  tympanic 
cavity,  that  we  have  an  hypertrophied  Eustachian  tube,  and  an- 
chylosed ossicles,  whether  they  be  primarily  or  secondarily  de- 
pendent upon  the  disorganization  of  the  stapedius  muscle  or  not; 
they  are  prima  facie  evidence  of  effect  and  not  of  cause,  and 
politzerization  and  massage  are  nothing  but  symptomatic  treat- 
ment. 

Symptomatology  is  important  in  continued  fevers,  and  symp- 
tomatic treatment  is  permissible  in  these  cases,  but  we  have  no 
more  right  to  expect  results  in  this  disease  when  we  confine  our 
treatment  to  the  effects  or  the  pathological  results,  than  we 
should  expect  to  cure  anasarca  by  tapping  the  leg,  instead  of  ton- 
ing up  the  heart  or  kidneys. 

Post  syphilitic  cicatrices  on  the  arm,  or  any  portion  of  the 
body,  do  not  interfere  with  a  person's  general  condition,  but  post 
syphilitic  cicatrices  of  the  brain,  the  results  of  gummata,  which 
have  healed  under  specific  treatment,  leave  the  patient  with  some 
semblance  of  paralysis;  the  function  of  the  brain  at  that  point  is 
destroyed,  in  fact,  there  ceases  to  be  brain  tissue  at  this  point.  It 
is  replaced  by  adhesions  and  connective  tissue,  and  the  patient 
remains  permanently  disabled,  the  damage  being  irreparable.  In 
the  same  manner,  if  the  cicatrices  on  the  body  are  harmless,  they 
are  not  so  in  the  organs  of  the  special  senses;  the  changes  in  the 
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tympanum  due  to  otitis  media. catarrhalis  chronica  are  nothing 
more  nor  less  than  cicatrical  changes,  ligamentous  adhesions, 
proliferation  of  the  tissue  of  the  membrana  tympani,  anchylosis, 
etc. ;  they  are  cicatrices,  and  are  no  more  curable  in  this  site  than 
elsewhere. 

Massage  will  not  remove  scar  tissue  anywhere,  and,  while  it  is 
beneficial  in  muscular  inertia,  caused  by  non -usage,  or  fractures, 
and  in  some  forms  of  anchylosis,  to  my  mind  it  is  not  only  not 
beneficial  in  this  disease,  but  contraindicated;  as  its  influence  not 
only  accelerates  the  action  of  the  offending  tensor  tympani 
muscle,  but  causes  disturbance  of  the  intralabyrinthal  fluids, 
thereby  interfering  with  normal  sound  conduction,  all  of  which  is 
detrimental  instead  of  beneficial.  In  many  of  these  cases  we 
have  a  very  brief  cessation  of  the  tinnitus  under  this  treatment, 
but  I  ask  you  if  it  is  scientific,  or  even  politic,  to  relieve  the  tin- 
nitus caused  by  organic  changes,  at  the  expense  of  more  compli- 
cated organs  that  are  in  a  normal  state. 

The  fundamental  idea  of  the  whole  science  of  medicine  is, 
remove  the  cause;  and  this  disease  is  no  exception.  This  can 
only  be  accomplished  by  treating  the  nasopharynx,  and  by  intra- 
tympanic  injections;  the  former  by  removing  obstructions  and  by 
topical  applications,  the  latter  by  applications  to  the  eustachian 
tube  and  tympanic  cavity  by  some  available  method.  The 
Eustachian  catheter  acting  as  a  director,  about  a  half  a  dram  of 
some  solution  is  forced  through  it  by  an  air  bag  into  the  tympanic 
cavity.  How  much  of  it  goes  into  the  tympanic  cavity  it  is  hard 
to  say. 

I  have  been  using  camphor  and  menthol,  five  grains  to  the 
ounce  of  benzoinol.  At  the  time  of  its  expulsion  through  the 
tube,  there  is  a  fine  spray  forced  out  of  the  nose  and  mouth,  indi- 
cating that  a  large  portion,  on  account  of  resistance,  is  reduced 
to  a  spray  and  does  not  enter.  To  obviate  this  I  had  Tiemann,  of 
New  York,  make  me  a  Eustachian  canula,  much  on  the  same  prin- 
ciple as  the  uterine  irrigator  (see  cut)  so  as  to  give  a  return  cur- 
rent of  air,  facilitating  the  entrance  of  the  compound  into  the 
tympanic  cavity,  while  the  excess  is  blown  out  through  the  exit- 
tube.  I  have  been  using  it  about  five  months,  and  find  it  very 
satisfactory.  I  have  been  using  pure  oxygen  gas,  under  pressure, 
with  this  instrument  on  the  principle  of  rarefying  the  air  in  the 
cavity,  but  as  yet  have  found  no  advantage  in  it  over  ordinary  air. 
I  had  hoped  to  have  a  case  of  serous  effusion  into  the  tympanic 
cavity  to  see  if  this  could  not  be  removed  by  the  canula  instead  of 
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requiring  a  paracentesis.  It  certainly  ought  to  accomplish  it. 
The  continuous  pumping  of  air  into  the  tympanic  cavity  would 
naturally  displace  the  effusion  through  the  return  canula  of  the 
tube.  It  has  all  the  advantages  of  the  Eustachian  catheter  with 
the  additional  one  of  a  separate  exit  canal,  thus  permitting  a  con- 
tinuous vapor  current  over  the  diseased  area,  which  is  impossible 
with  the  older  instrument.  An  enclosed  cavity  once  filled,  nothing 
else  can  enter,  whether  it  be  air  or  a  solution,  the  latter  being 
dissipated  into  fine  spray  by  the  resistance  of  the  inflated  cavity. 
The  benefits  of  the  applications  made  with  the  Eustachian  catheter 
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are  therefore  confined  altogether  to  the  Eustachian  canal,  instead 
of  reaching  the  cavity  for  which  they  were  intended.  With  the 
canula  devised  by  me  the  resistance  is  done  away  with;  and  the 
entrance  of  the  compound  facilitated. 

The  canula  is  made  of  silver,  of  the  same  size  as  the  ordinary 
Eustachian  catheter,  and  can  be  bent  as  desired  without  interfer- 
ing with  the  lumen.  It  is  manufactured  by  Geo.  Tiemann  &  Co., 
Park  Row,  New  York. 
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A    CONTRIBUTION    TO    THE    STUDY    OF    THE    DIS- 
EASES OF  THE  ACCESSORY  NASAL  SINUSES. 


BY    JOHN    R.     WINSLOW,    B.A.,    M.D. 


Mr.  President  and  Gentlemen  : 

When,  in  response  to  the  invitation  of  your  honorable  secre- 
tary, I  undertook  to  offer  at  this  meeting  "A  Contribution  to  the 
Study  of  Diseases  of  the  Accessory  Nasal  Sinuses,"  I  had  ex- 
pected to  be  able  by  that  time  to  bring  to  a  successful  termination 
a  number  of  cases  of  these  affections,  whose  treatment  I  had  al- 
ready inaugurated.  From  various  complications  and  mishaps, 
this  hope  has  been  realized  only  in  the  two  cases  I  herewith  pre- 
sent, trusting  that  they  may  prove  of  sufficient  interest  to  justify 
the  title  that  had  been  already  selected. 

CASE  NO.   8961— 1895. 

Presbyterian  Eye,   Ear,   and  Throat  Hospital. 

Admitted  October  11,  1895 — Female,  aged  fifty-three,  white, 
seamstress. 

Diagnosis — Caries  and  empyema  of  the  right  sphenoidal  sinus. 

History — "Ozena." 

Patient  has  had  nose  trouble  for  the  past  thirty  years,  consist- 
ing in  a  slight  discharge  and  a  very  offensive  odor,  confined  to 
the  right  nostril.  Total  anosmia.  Epiphora  of  right  side,  which 
has  been  operated  upon  several  times  and  treated,  without  cure. 
She  has  a  sensation  of  numbness  upon  the  right  side  of  the  ver- 
tex, and  also  at  the  base  of  the  occiput;  likewise  inside  of  the 
nose.  One  year  ago  she  had  an  obstinate  purulent  discharge 
from  the  right  ear,  which  yielded  to  treatment.  In  her  girlhood 
she  suffered  from  intense  headaches,  which  have  now  ceased. 

The  patient  has  been  treated  at  various  times  by  different 
physicians,  among  them  a  specialist  of  skill  and  repute.  As  an 
evidence  of  the  long  duration  of  the  disease,  I  mention  that  one 
of  her  attendants  was  the  late  Professor  Nathan  R.  Smith.  All 
of  her  physicians  told  her  that  she  suffered  from  "Ozena,"  and 
treated  her  with  nasal  douches.  The  patient  has  faithfully  for 
years  irrigated  her  nose  with  a  Thudicum  douche,  and  doubtless 
to  this  fact  she  owes  her  escape  from  serious  or,  perhaps,  fatal 
consequences. 
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Rhinoscopic  examination  reveals  a  deviated  septum  to  the 
left.  Left  naris  normal.  Right  naris  so  atrophic  as  to  display 
plainly  the  nasopharynx  and  roof  of  the  nostril.  Nasal  chamber 
contains  a  few  crusts  of  a  distinct  but  not  pronounced  odor,  due 
no  doubt,  to  patient's  cleanliness.  Nasopharynx  examined  with 
mirror  and  probe,  with  no  noteworthy  discovery. 

The  onesidedness  of  the  manifestations  led  me  to  suspect  a 
special  localized  cause,  and  I  repeatedly  and  carefully  investigated 
the  naris  with  the  probe,  in  vain. 

Finally,  one  day,  I  noticed  a  small  moist  crust  upon  the  sep- 
tum, high  up  in  the  nose  posteriorly,  above  the  level  of  the  middle 
turbinal.  Upon  removing  this,  the  probe  grated  against  a  con- 
siderable area  of  roughened  bone  behind.  While  palpating  this 
area  at  its  lower  portion,  I  felt  the  probe  pass  into  an  orifice  with 
grating  edges,  and  suddenly  enter  a  cavity  of  considerable  size, 
and  at  least  an  inch  in  depth.  The  distance  of  this  orifice  from 
the  external  naris,  measured  along  the  septum  by  Griinwald's 
method,  is  exactly  seven  centimeters. 

We  have  then  the  probe  passed  along  the  septum  to  the  pos- 
terior and  superior  region  of  the  naris,  passing  through  a  distinct 
orifice,  at  a  distance  of  not  less  than  seven  centimeters  from  the 
external  naris,  and  entering  a  spacious  cavity.  While  there  is  a 
slight  discrepancy  in  distance  between  this  and  Griinwald's  meas- 
urements (7.5-8.5),  which  can  be  attributed  to  faulty  measure- 
ment, as  well  as  to  small  size  of  the  skull,  it  seems  to  me  that 
these  data  correspond  to  the  requirements  for  entering  the  sphe- 
noidal sinus.  Later  on  I  discovered  that  this  orifice  could  be 
seen  under  good  illumination,  as  a  dark  slit  close  to  the  septum. 
So  that  I  have  little  hesitation  in  designating  this  as  a  sphenoidal 
affection. 

The  probi}ig  resulted  in  discharge  of  pus  daily  since,  no  doubt 
retained  by  scabs,  and  the  patient  has  experienced  much  relief. 

Before  operating  I  sought  the  opinion  of  my  friend  and  pre- 
ceptor. Dr.  John  N.  Mackenzie,  who  carefully  examined  the  case 
and  confirmed  the  diagnosis. 

The  ostium  sphenoidale  was  of  sufficient  size  to  admit  of  the 
passage  of  a  silver  probe  whose  head  measured  one  millimeter 
(i  m.m.)  in  diameter.  This  was  continually  becoming  closed  by 
the  formation  of  a  soft  scab  of  pus. 

On  the  2ist  of  November,  1895,  I  opened  up  this  orifice  under 
cocain  anesthesia,  with  Griinwald's  sphenoidal  spoon.  This 
measured  five  millimeters  across,  and  readily  passed   through  the 
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enlarged  opening,  entering  a  spacious  smooth-walled  cavity, 
where  it  could  be  moved  freely  in  all  directions.  Eight  days 
later  (November  29th),  finding  that  the  orifice  was  closing,  I 
scraped  away  the  greater  part  of  the  anterior  wall  of  the  sinus, 
which  was  carious.  All  of  these  procedures  were  painless  under 
cocain,  and  nearly  bloodless.  It  is  unnecessary  to  state  that  all 
antiseptic  precautions  were  observed.  After  this  last  operation 
the  patient  alarmed  me  considerably.  Very  foolishly,  and  against 
instructions,  she  walked  a  distance  of  a  mile  or  more,  and  upon 
reaching  home  was  prostrated  with  an  attack  of  syncope.  I  was 
naturally  anxious  anyhow,  and  when  I  received  a  summons,  with 
the  statement  that  the  patient  was  acting  queerly,  the  thought  at 
once  occurred  to  me  that  I  had  gotten  into  the  brain.  Fortu- 
nately I  found  only  a  case  of  cocain  syncope,  which  yielded  readily 
to  digitalis. 

As  early  as  possible  I  began  to  irrigate  the  sphenoidal  sinus 
with  warm  soda  solution,  using  a  specially  constructed  metal 
catheter  and  my  ordinary  ear  syringe.  The  catheter  was  readily 
passed  into  the  sinus  under  ocular  inspection.  The  irrigations 
were  at  first  daily,  then  every  second  day,  and  finally  once  in  a 
week  or  ten  days.  The  patient  was  provided  with  a  nasal  douche, 
and  directed  to  wash  out  her  nose  at  home  every  day  with  warm 
soda  solution. 

Status  praesens : 

Except  the  atrophic  condition  of  the  naris  there  is  no  sign  of 
ozena.  No  odor  and  no  scab  formation  under  ordinary  cleansing 
douche  treatment.  The  patient  can  go  for  several  weeks  without 
treatment.  Occasionally  the  mouth  of  the  sinus  becomes  blocked 
up,  which  she  can  tell  by  a  dull  feeling  in  her  head,  and  she  then 
reports  for  irrigation.  The  longest  interval  she  has  passed 
through  without  seeing  me  has  been  twelve  weeks. 

The  feeling  of  numbness  in  the  head  has  disappeared  and  the 
patient  not  only  feels  in  good  health  but  has  actually  increased  in 
flesh.     Anosmia  persists. 

The  patient  is  to  a  certain  extent  still  under  treatment  and 
will  always  have  to  be  under  observation.  All  that  I  claim  is 
that  by  a  relatively  simple  intranasal  operation,  she  has  been 
relieved  of  a  condition  which  has  been  a  menace  to  her  health, 
if  not  to  her  life,  for  many  years,  rendering  her  an  object  of  dis- 
gust to  herself  and  to  others,  in  so  far  that  she  can  readily 
control  this  condition  by  simple  and  self-applied  therapeutical 
measures. 
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CASE   NO.    9027—1895. 
Presbyterian  Eve,   Ear,   axd  Throat  Hospital. 

Admitted  October  14,  1895— Male,  aged  fifty-four,  white, 
baker. 

Diagnosis — Combined  empyema  of  the  right  maxillary  antrum 
with  caries  and  empyema  of  the  anterior  and  superior  ethmoidal 
cells. 

History — "Purulent  Rhinitis." 

Nose  has  been  running  for  the  past  twenty  years.  The  dis- 
charge is  confined  to  the  right  nostril,  is  very  foul,  purulent,  co- 
pious in  amount,  and  lately  of  a  greenish  hue.  It  is  always  more 
profuse  during  the  early  morning  hours  and  gradually  diminishes 
toward  noon. 

Total  anosmia.  Patient  has  right-sided  epiphora,  and  left- 
sided  facial  paralysis  and  atrophy.  He  complains  of  a  divW  frontal 
headache.  Says  that  his  throat  feels  choked  up,  and  exhibits 
cough  and  expectoration. 

No  history  of  syphilis  or  evidence  thereof.  Has  been  under 
treatment  at  one  of  our  largest  city  hospitals,  where  he  was  di- 
rected to  "snuff  salt-water  up  into  his  nose." 

Examination:  Patient  is  suffering  with  bronchitis.  Larynx 
approximately  normal. 

Pharyngitis  sicca. 

Rhinoscopic  examination  reveals  marked  hypertrophy  of  the 
right  superior  and  middle  turbinals.  Only  a  few  flakes  of  pus  are 
visible,  lying  upon  the  septum  surface  of  the  middle  turbinated 
body.  At  about  the  middle  of  this  surface  one  sees  a  small 
granulated  area  not  much  larger  than  a  pin's  head,  which  bleeds 
when  touched.  Upon  investigation  of  this  area  with  a  bent 
probe,  the  head  enters  the  substance  of  the  turbinal  and  reaches 
a  cavity  whose  walls  are  carious.  The  depth  of  this  from  the 
surface  of  the  turbinal,  I  should  judge  to  be  a  little  over  an  inch. 
The  removal  of  the  probe  is  followed  by  a  gush  of  the  most  foul 
smelling  pus,  to  the  amount  of  a  teaspoonful. 

Septum  deviated  to  the  left.  Left  naris  comparatively 
normal. 

Upon  the  results  of  this  examination  a  tentative  diagnosis  of 
caries  and  empyema  of  the  anterier  ethmoidal  cells  was  based. 

Inasmuch  as  the  hypertrophied  middle  turbinated  effectually 
concealed  the  diseased  area  and  prevented   free   outflow  of  pus,  I 
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determined  upon  the  removal  of  as  much  of   it  as   was  necessary 
to  obviate  these  conditions. 

On  the  22nd  of  October,  after  cleansing  the  nostril  and  thor- 
oughly applying  a  twenty-per-cent.  solution  of  cocain  to  the 
nasal  mucous  membrane,  I  removed  with  Griinwald's  forceps 
somewhat  more  than  one-half  of  the  middle  turbinated  body,  an- 
teriorly. Then  discovering  a  considerable  area  of  necrosis  and 
pus  formation  on  the  anterior  ethmoid  region,  I  again  applied 
cocain  solution,  and  thoroughly  curetted  this  area  with  the  curved 
ethmoidal  spoon  (Griinwald).  The  removal  of  the  turbinal  was 
attended  with  no  pain,  the  curetting  caused  the  patient  to  wince 
at  times,  but  elicited  no  remonstrance  from  him.  The  hemorrhage, 
while  requiring  the  tampon  several  times,  for  periods  of  ten  min- 
utes or  more,  could  at  no  time  be  designated  as  copious.  It  may 
be  here  noted  that  I  had  previously  closed  the  posterior  naris^ 
with  plugs  of  antiseptic  gauze,  as  a  precautionary  measure.  At 
the  conclusion  of  the  operation,  the  diseased  area  was  covered 
with  iodoform  gauze,  and  the  anterior  naris  firmly  packed,  a  pro- 
cedure that  I  strongly  advise  against,  wherever  it  can  be  avoided, 
for  reasons  that  will  immediately  appear.  Upon  the  following- 
day,  expecting  further  pus  formation,  I  moistened  and  removed 
the  anterior  nasal  packing,  when  a  hemorrhage  occurred,  exhibit- 
ing pulsations  that  caused  me  considerable  alarm.  The  nose 
again  firmly  packed,  the  patient  directed  to  keep  quiet  and  sleep 
with  his  head  erect,  and  he  was  then  placed  in  charge  of  the 
house  physician,  with  instructions  to  tampon  again  if  necessary. 
There  occurred  only  a  slight  oozing  of  serosanguineous  fluid  and 
no  further  cause  for  alarm. 

The  next  day  I  removed  the  lower  portion  of  the  packing, 
but  determining  to  leave  that  over  the  wound  in  situ,  I  soaked 
it  in  antiseptic  solution  with  the  syringe.  This  was  repeated 
upon  the  following  day,  when  the  gauze  came  away  without  hem- 
orrhage. 

Now,  on  account  of  this  danger  of  secondary  hemorrhage, 
and  because  the  dressing  must  be  removed  within  forty-eight 
hours  at  the  longest,  in  order  to  prevent  pus  retention,  it  should 
be  avoided  wherever  possible. 

The  patient  was  now  instructed  to  douche  the  nose  thrice 
daily  with  warm  Seller's  fluid,  and  he  was  thoroughly  cleansed 
and  disinfected  each  day  by  myself.  Under  this  treatment  the 
wounded  area  granulated  nicely.  The  suppuration  continued, 
however,   though   lessened   in   amount,  and  discovering  a  carious 
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area  in  the  superior  ethmoidal  cells,  I  opened  up  and  curetted  this 
region.      (November  27th.) 

In  spite  of  the  healing  of  the  wounded  areas  under  cleansing 
and  antiseptic  treatment,  suppuration  continued.  This  was 
traced  to  a  small  spot  in  the  middle  meatus,  which  proved  to  be 
the  ostium  maxillare  of  the  antrum.  I  at  first  endeavored  to  irri- 
gate through  this  orifice,  but  found  the  method  difficult  and  un- 
satisfactory, and  therefore  determined  to  operate.  Through  the 
courtesy  of  Dr.  Freeman  of  Philadelphia,  I  had  learned  the 
technic  and  became  impressed  with  the  applicability  of  his  intra- 
nasal operation,  and  not  wishing  to  subject  the  patient  to  any 
severe  procedure,  I  selected  it.  On  December  12,  1895,  the 
trocar  was  introduced  through  the  nasal  wall  and  fully  a  teaspoon- 
ful  of  a  thick,  stinking  pus  flowed  out  through  the  canula.  The 
permanent  drainage-tube  was  then  inserted  and  irrigation  re- 
sorted to  (acid  boric  co.),  at  first  daily,  then  every  second  or  third 
day. 

This  was  followed  by  the  insufiflation  of  acetanilide.  Irriga- 
tion and  insufflation  were  persisted  in  until  February  29,  1896, 
when  it  was  no  longer  deemed  necessary,  and  the  permanent 
drainage-tube  was  removed. 

Status  praesens  : 

There  still  persists  a  thin,  watery  discharge,  which  is  small  in 
amount  and  free  from  odor.  The  patient  douches  his  nose  daily 
with  an  alkaline  antiseptic  wash,  and  the  nasal  mucous  membrane 
looks  pink  and  healthy  after  cleansing.  When  this  is  omitted  a 
thin  yellowish  scab  collects  about  the  stump  of  the  turbinal, 
which  is  odorless.  No  pus  can  be  detected.  The  antral  and  eth- 
moidal affections  are  well,  and  I  have  not  been  able  to  find  trouble 
elsewhere.  I  have  no  expectation  of  further  improvement  in  the 
case.  Such  abnormal  discharge  as  remains,  can,  I  think,  be 
reasonably  attributed  to  the  altered  anatomical  relations  of  the 
nose,  and  to  constitutional  dyscrasia.  The  patient's  general 
health  is  poor  and  he  has  become  dyspeptic  and  neurasthenic. 
Whether  this  is  the  result  of  the  long  continued  nasal  disease,  or 
whether  there  is  a  constitutional  taint  as  a  causative  factor  in  the 
condition,  time  may  determine. 

924  McCulloh  street,  Baltimore,  Md. 
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DISEASES  AND   TREATMENT  OF  THE  NASAL  ACCES- 
SORY SINUSES,  WITH  AN  ANALYTICAL  REPORT.* 


BY  ROBERT  CUNNINGHAM  MYLES,   M.D. 


I  have  been  prompted  to  present  another  paper  on  this  subject, 
first,  because  I  think  it  is  more  important  and  less  satisfactorily 
and  scientifically  settled  than  any  that  appertains  to  morbid  proc- 
esses in  other  parts  of  the  nasal  area;  second,  because  I  wish  to 
give  a  report  of  some  new  cases,  and  refer  to  the  further  histories 
of  some  of  the  old  ones. 

The  etiology  of  disease  of  the  nasal  accessory  sinuses,  and  their 
relative  frequency,  have  been  receiving  considerable  attention  from 
thoughtful  observers.  I  have  opened  six  frontal  sinuses  exter- 
nally, which  contained  polypi  and  pus,  and  the  mucous  membrane 
was  undergoing  polypoid  degeneration.  One  case  was  opened 
externally  through  the  anterior  wall  of  the  ethmoid  cells  and  the 
floor  of  the  sinus;  this  case  was  due  to  an  extending  necrosis  from 
the  anterior  ethmoidal  cells.  The  membranes  were  swollen  and 
granular,  but  there  was  no  polypi. 

Two  cases  of  fronto-ethmoidal  necrosis  were  opened  through 
the  nose  by  removing  the  anterior  end  of  the  middle  turbinated 
body,  the  internal  or  median  wall  of  the  infundibulum  and  a  part 
of  the  floor  of  the  frontal  sinus.  The  causes  of  the  necrotic  cases 
could  only  be  inferred.  In  polypoid  cases  I  have  entered  the 
frontal  sinus  through  the  nose  many  times.  The  chronic  cases 
that  have  come  under  my  observation,  if  considered  in  an  etio- 
logical sense,  were  about  eight  to  ten  in  favor  of  polypoid  degen- 
eration. 

In  ethmoid  disease  (if  we  exclude  the  polypi  cases  which  were 
not  producing  suppuration  in  the  cells  or  bones),  about  two-thirds 
of  the  cases  were  caused  by  the  polypoid  process;  the  others  were 
due  to  atrophic  rhinitis,  and  its  forerunner,  suppurative  rhinitis; 
non-syphilitic  necrosis,  supposed  to  be  due  to  retention  of  infect- 
ive secretion;  syphilis,  and  new  growths.  The  sphenoidal  cases 
bear  about  the  same  ratio.  I  have  three  cases  of  sphenoidal  em- 
pyema under  observation  at  the  present  time,  all  of  which  have 
been  opened    through   the   anterior  upper   walls,  and  they  can  be 

•  First  paper  was  read  b«tore  Section  of  Laryngology  and  Rhinology,  New  York  Academy  of 
Medicine,  January.  1893,  published  in  the  New  York  Polyclinic  Journal.  Feljruary  and  March,  1895. 
Second  paper  read  before  same  Section,  January,  1895  ;  published  in  Medical  Netvs,  1896. 
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probed,  curetted,  and  inspected   through  these  apertures.      Two 
were  of  polypoid  and  one  of  syphilitic  origin. 

From  an  etiological  standpoint,  morbid  conditions  of  the  antrum 
of  Highmore  are  exceedingly  interesting.  After  carefully  consid- 
ering the  evidence  presented  in  my  series  of  cases,  I  have  been 
led  to  the  conclusion  that  the  nose  and  the  teeth  are  about  equal 
as  causal  factors  of  the  grave  forms  of  antral  disease.  In  several 
of  my  most  serious  cases  of  antral  disease,  which  were  of  dental 
origin,  I  was  largely  led  to  that  conclusion  by  circumstantial  evi- 
dence, as  the  teeth  had  given  the  patients  no  trouble  for  many 
years,  and  nothing  abnormal  was  noticed  by  the  dentists  who  had 
them  in  charge.  In  certain  ones  I  believed  that  the  tooth  was 
the  offending  cause  chiefly  because  the  odor  and  character  of  the 
dislodged  antral  secretion  indicated  necrotic  bone,  the  absence  of 
any  information  in  the  general  history  pointing  to  any  other  ori- 
gin, and  the  existence  of  a  suspicious  tooth,  especially  when  it 
contained  a  large  filling  and  had  a  devitalized  color.  In  some  of 
the  cases  the  fillings  were  removed  and  a  collection  of  offensive 
pus  and  gas  was  found  at  the  ends  of  the  roots,  which  communi- 
cated with  the  antrum;  subsequent  extraction  of  the  tooth  and 
penetration  of  the  antrum  through  the  alveolus  confirmed  the  diag- 
nosis and  cured  or  relieved  the  patients. 

I  will  not  undertake,  in  this  paper,  to  explain  the  causes  of 
polypoid  degeneration.  I  have  watched  it  in  all  stages  and  ages, 
on  the  ethmoid  bone,  and  on  the  walls  of  the  respective  sinuses. 
I  have  seen  the  flat  varieties  disappear  under  favorable  condi- 
tions, the  tissue  returning  to  a  normal  state  without  surgical 
interference.  The  pedunculated  forms  have  always  required 
some  mechanical  or  chemical  remedy.  The  watery  infiltration 
seems  to  affect  only  certain  persons  who  have  a  peculiar  predis- 
position. 

The  diagnostic  points  have  been  rather  fully  considered  in  my 
previous  papers.  I  desire  to  emphasize  the  point  that  the  silver 
irrigation  tube  and  the  small  trocar  and  canula  are  invaluable  aids 
in  cases  of  doubtful  and  difficult  diagnosis.  The  tube  should  be 
passed  through  the  natural  opening  when  possible.  The  trocar 
and  canula  can  be  passed  through  the  internal  wall  of  the  antrum 
just  below  and  posterior  to  the  hiatus  semilunaris,  directing  the 
point  downward  and  outward,  through  the  wall  of  the  inferior 
meatus,  and  through  the  canine  fossa.  I  wish  to  present  this 
delicately  constructed  trocar  and  canula,  with  joint  for  connect- 
ing irrigating  tubes,  which  was  made  for  me  by  E.  B.  Meyrowitz. 
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It  has  proved  to  be  most  satisfactory  in  the  cases  where  I  have 
employed  it. 

The  general  pathology  of  each  of  these  cases  should  be  care- 
fully thought  out  before  the  operation,  although  not  so  much  de- 
pends upon  the  pathology  as  upon  the  extent  of  the  process. 
Polypi  do  not  signify  much,  but  the  degree  of  degeneration  means 
a  great  deal. 

A  small  carious  or  necrotic  area  at  the  end  of  the  tooth-root  is 
usually  easily  cured  after  the  extraction  of  the  decaying  tooth. 
Burrowing  periostitis,  extending  over  the  floor  and  a  part  of  the 
walls,  will  frequently  get  well  after  drainage  has  been  established 
and  irrigation  properly  carried  out.  It  is  in  this  class  of  cases  that 
great  injury  is  done  by  what  is  termed  "thorough  curetting." 
The  membrane  is  separated  from  the  bone  by  pus  cavities  after 
the  manner  of  fistulas.  If  the  membrane  is  not  removed,  it  will, 
under  proper  treatment,  frequently  regain  a  rather  normal  appear- 
ance, the  apparent  granulations  and  infiltrations  disappearing,  and 
reunite  to  the  supposedly  carious  bone  beneath. 

In  those  cases  where  the  symptoms  and  history  indicate  that 
the  bone  disease  has  existed  for  many  years,  I  have  usually  found 
necrosis  varying  in  area  and  depth.  The  dead  bone  must  either 
be  curetted  away,  or  we  must  wait  for  nature,  under  favorable 
conditions,  to  throw  it  off.  The  necrosis  which  penetrated  the 
cancellated  parts  of  the  superior  maxilla  and  involved  the  septa 
between  the  tooth-roots,  was  most  tedious  in  progress  and  difficult 
to  cure.  Retained  fermenting  secretions  create  a  pathological 
condition  of  their  own,  which  is  chiefly  a  state  of  hyperemia,  in- 
filtration, and  irritation,  and  a  proneness  to  excessive  and  abnor- 
mal secretions.  These  cases  may  be  associated  with  a  definite 
pathological  lesion,  or  may  be  kept  up  by  the  leaven  from  old- 
time  degenerating  matter;  surgical  interference  will  relieve  the 
former;  irrigation  will  frequently  cure  the  latter. 

Since  our  treatment  must  be  governed  by  the  pathological  state 
within  the  cells,  and  since  in  some  cases  it  is  impossible  to  deter- 
mine the  exact  tissue  changes,  we  must  divide  our  treatment  into 
expectant,  exploratory,  and  positive  methods.  In  all  acute  and 
subacute  cases  it  is  our  duty  to  use  the  expectant  or  the  exploratory 
methods.  In  the  chronic  cases,  where  there  has  been  not  only 
decided  destruction  of  the  tissues,  but  new  formations  in  the  way 
of  old  and  tough  granulations,  polypi,  devitalized  and  necrotic 
bone,  surgical    interference  is  imperative.      There  are  manv  cases 
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where  the  evidence  points  conclusively  that  the  disturbance  within 
the  hidden  area  is  of  a  necrotic  nature. 

The  expectant  treatment  consists  of  restoring  the  nasal  cham- 
bers to  their  normal  condition,  either  by  surgery  or  by  chemicals, 
the  use  of  soothing  and  disinfecting  sprays  or  applications,  the 
gentle  introduction  of  tubes  and  irrigation  of  the  sinuses  through 
the  natural  openings,  together  with  attention  to  the  general  health 
of  the  patient. 

Exploration  in  antral  cases  is  carried  out  by  simple  penetration 
and  irrigation  of  the  cavities  through  the  canine  fossa,  the  walls 
of  the  middle  and  inferior  meati,  and  by  Zeims'  method.  "When 
the  set  of  teeth  is  complete  the  opening  is  made  on  the  inner  side 
of  the  teeth,  either  between  the  first  and  second  molars,  or  between 
the  first  molar  and  second  bicuspid.  In  disease  of  the  frontal 
sinus  and  sphenoidal  cells,  exploratory  procedures,  which  consist 
of  enlarging  the  natural  openings  by  forcible  dilatation  or  by  mod- 
erate curetting,  frequently  afford  relief,  and  in  some  cases  effect 
a  cure. 

When  we  come  to  a  consideration  of  the  cases  of  sinus  trouble 
which  demand  radical  surgical  relief,  many  problems  confront  us 
— problems  which  the  recorded  experience  of  the  best  authors 
does  not  seem  to  solve.  In  going  over  the  literature  upon  the 
subject  I  have  failed  to  find  a  description  of  the  pathology  of  each 
individual  case,  a  factor  which  we  must  appreciate  before  we  can 
institute  and  carry  out  our  treatment  in  an  intelligent  and  logical 
manner.  One  author  will  report  a  series  of  numerous  cases  cured 
by  a  certain  method,  and  yet,  when  one  attempts  it  in  a  half-dozen 
instances,  it  often  fails.  There  are  hundreds  of  cases  of  sinusitis 
containing  muco-pus  without  a  solution  of  continuity  of  the  mu- 
cous membrane.  Nearly  all  of  these  cases  are  cured  by  tapping, 
and  many  of  them  would  get  better  without  any  interference,  as 
they  are  more  or  less  intermittent  in  their  course.  On  the  other 
hand,  cases  which  have  existed  for  many  months,  and  which  are 
accompanied  by  a  rather  constant  mucopurulent  and  purulent 
discharge,  with  other  evidences  pointing  to  necrotic  conditions  of 
varying  degrees,  demand  adequate  surgical  interference.  We  will 
be  in  a  better  position  when  we  shall  have  on  record  more  detailed 
histories,  and  more  clearly  defined  and  accurately  described  patho- 
logical states,  such  as  an  operation  discloses;  records  comprising 
the  details  of  the  after-treatment,  noting  the  progress  of  the  sub- 
jective symptoms  and  the  objective  conditions.  This  record  should 
be  extended  over  a  few  years,  if  possible,  for  occasionally  these 
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cases,  when  discharged  as  cured,  turn  up  in  the  consulting  rooms 
of  others  in  an  equally  bad  state,  if  not  worse,  than  when  they 
first  came  under  our  observation. 

I  have  operated  upon  patients  by  nearly  every  method  that  has 
been  advocated,  and  the  milder  types  have  done  well  in  every  in- 
stance. There  are  other  cases  of  the  extreme  types  in  which  I 
have  used  successively  several  of  the  methods  which  seemed  to 
me  to  be  the  most  plausible.  For  instance,  in  some  of  the  frontal 
polypi  cases  I  have  succeeded  in  arresting  the  discharge  and 
relieving  the  symptoms  by  the  intranasal  method;  there  are  sev- 
eral others  in  which  I  tried  this  method  for  a  long  time  and  failed. 
The  cause  of  the  failure  was  clearly  evident  when  I  finally  opened 
the  sinus  externally.  In  some  of  these  cases  it  was  remarkable 
that  death  had  not  ensued  in  consequence  of  the  necrotic  and 
carious  condition  of  the  posterior  wall  of  the  sinus.  In  Case  III. 
of  my  series  I  pleaded  with  the  patient  to  permit  me  to  open  his 
left  frontal  sinus,  but  he  absolutely  refused  the  external  operation, 
and  did  very  well  for  about  one  year.  After  several  months  ab- 
sence from  my  office  he  reported  and  informed  me  that  the  sinus 
had  been  giving  him  some  pain  with  very  unpleasant  symptoms  in 
that  region,  and  that  he  would  consent  to  the  operation.  He 
stated  that  he  would  have  to  go  home  and  arrange  some  business 
matters,  and  would  return  prepared  to  undergo  the  operation  at 
the  end  of  two  weeks.  Several  days  later  I  received  a  letter  from 
his  wife  saying  that  he  had  been  taken  very  ill  suddenly  with  head 
symptoms  and  loss  of  intelligence,  and  had  died  within  a  few  days. 
There  is  every  reason  to  believe  that  this  patient  would  have  been 
cured  had  he  submitted  to  the  external  operation.  In  this  pa- 
tient, although  the  antrum  had  been  opened  through  the  tooth 
socket,  it  had  to  be  reopened  on  account  of  the  natural  closure  of 
the  cavity.  The  polypi  continued  to  recur  and  trouble  him;  many 
of  them  were  never  curetted  away  on  account  of  the  inability  to 
use  the  instrument  properly  through  the  opening,  the  walls  of 
which  were  equal  in  depth  to  the  perpendicular  diameter  of  the 
alveolus. 

I  have  adopted  the  rule  of  operating  externally  in  those  cases 
of  frontal  sinus  disease  where  the  symptoms  are  profound,  and  fail  to 
yield  to  intranasal  methods  of  treatment.  I  present  the  photo- 
graph of  a  head  which  illustrates  the  improved  external  frontal 
sinus  operation.  I  have  found  it  extremely  satisfactory  in  chronic 
cases  which  require  drainage  and  packing  for  some  time.  You 
will  find  a  complete  description  of  it  in  the  report  of  the  cases. 
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Luc  of  France,  reports  most  excellent  results  from  the  removal 
of  the  floor  of  the  frontal  sinus,  and  immediate  closure  of  the 
wound  after  the  operation.  I  have  removed  part  of  the  floor  in 
some  of  my  cases,  and  used  nasal  drainage  tubes;  large  granula- 
tions sprang  up  from  the  parts  which  were  cut,  and  gave  me  more 
trouble  than  when  the  mucous  membrane  was  left  on  the  bone.  \ 
presume  I  did  not  remove  enough  of  the  nasal  process  of  the  su- 
perior maxilla,  which  forms  the  thick  part  of  the  floor.  I  shall 
try  the  method  of  removing  nearly  all  of  this  part  of  the  floor  in  a 
future  case;  we  must  remember,  however,  that  the  space  between 
the  thin,  bony  wall  of  the  brain,  and  the  floor  of  the  sinus,  may 
be  twice  as  great  in  one  case  as  it  is  in  another. 

As  the  infundibulum  walls  are  also  the  walls  of  two  or  three 
anterior  ethmoidal  cells,  of  course  when  the  canal  is  enlarged,  it 
is  done  at  the  expense  of  crushing  in  the  cell  walls,  and  it  is  pre- 
ferable that  this  should  be  done  with  some  smooth  or  soft  sub- 
stance, for  destruction  of  the  mucous  membrane  of  the  canal 
produces  granulations  which  ultimately  occlude  or  obstruct  the 
passage  of  the  secretions.  In  severe  cases  it  is  well  to  remove  a 
part  of  the  anterior  ethmoidal  cells.  I  refer  you  to  the  histories 
for  the  details  of  the  treatment. 

It  is  in  the  ethmoid  cases  that  we  need  definite  statements  de- 
scribing in  detail  every  step  of  the  operation.  Cutting  through 
the  middle  turbinated  bone  near  the  center  with  either  clippers  or 
scissors,  and  snaring  off  the  anterior  ends,  is  a  familiar  procedure 
to  all.  Our  literature  is  rather  barren,  however,  when  we  seek 
for  definite  knowledge  concerning  the  minute  details  of  effective 
operations  upon  the  ethmoid  cells,  and,  in  my  opinion,  we  have 
not  made  much  progress  over  the  methods  devised  by  that  orig- 
inal worker,  Dr.  Edward  Woakes,  who  was  in  advance  of  his  time, 
and  a  pioneer  in  the  right  direction. 

In  the  extreme  polypoid  cases  the  ethmoid  bone  is  rather  brit- 
tle, and  parts  can  easily  be  removed.  The  bone  is  almost  flinty 
hard  in  the  suppurative  cases.  After  the  middle  turbinated  bone 
has  been  removed,  I  drill  or  gouge  an  opening  through  the  floors 
of  the  anterior  and  posterior  cells,  and  then  pass  the  anteroposte- 
rior clippers  into  the  cells  and  cut  away  as  much  of  the  floors  as  I 
can.  In  some  cases  I  use  the  lateral  clippers  to  remove  the  thick 
part  of  the  floors,  and  a  part  of  the  internal  lateral  walls.  I  have 
relieved  all  cases  by  this  method,  and  cured  some;  many  of  them 
continue  to  secrete  a  certain  amount  of  a  glassy,  mucopurulent 
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substance,  which  seems  to  come  from  the  little  cells  which  are 
situated  in  the  deeper  recesses. 

The  sphenoidal  cells  are  not  so  difficult  to  open  as  some  are  in- 
clined to  think.  In  cases  where  the  septa  are  moderately  straight 
and  where  the  posterior  end  of  the  middle  turbinated  bone  has 
been  removed,  the  oozing  pus  can  be  easily  detected  at  the  point 
of  the  natural  opening,  high  up  and  near  the  septum.  The  probe 
will  often  enter  after  careful  use;  a  small,  sharp,  firm  curette, 
passed  in  and  then  pulled  outward  will  usually  tear  away  the 
sides  of  the  opening  sufficiently  for  good  drainage.  I  don't  con- 
sider it  safe  to  curette  the  upper  and  external  walls  of  these 
sinuses.  Careful  scraping  of  the  anterior  wall  and  the  floor  often 
produces  decidedly  beneficial  results.  There  has  been  much  dis- 
cussion about  the  distance  from  the  margin  of  the  nasal  vestibule 
to  the  sphenoidal  cells.  If  the  measurements  are  taken  from  the 
point  of  exit  of  the  natural  canal  to  the  center  of  the  septum  in 
front  they  will  vary  from  two  and  three- fourths  inches  to  three 
and  one-fourth  inches,  and  about  one-fourth  of  an  inch  less  if  the 
middle  of  the  ala  is  selected.  Of  course,  the  face  must  be  com- 
posed, for  contraction  of  the  muscles  will  increase  or  diminish 
these  measurements  about  half  an  inch. 

I  present  three  photographs  which  show  the  great  irregularity 
in  the  topography  of  these  cells.  The  cells  are  from  one-half  to 
one  inch  in  depth;  add  this  to  the  figures  givert  above  and  you 
will  get  the  distance  to  the  posterior  walls  of  the  cells.  These 
measurements  have  been  confirmed  by  many  examinations  both  in 
the  living  and  the  dead. 

Some  good  surgeons  have  made  the  statement  that  diseases  of 
the  antrum  of  Highmore  should  be  treated  on  general  surgical 
principles,  as  diseases  of  other  cavities  are  treated.  I  beg  to 
differ  with  them  for  many  reasons.  For  instance,  the  mastoid 
cells  can  be  obliterated  and  refilled  with  tissue  and  depressed 
integument.  Who  would  be  guilty  of  removing  the  external  wall 
of  the  antrum  maxillare  and  allowing  the  integument  to  adhere  to 
the  internal  wall  ?  This  would  effect  a  complete  cure,  but  pro- 
duce a  hideous  deformity.  Who  has  not  regretted  the  removal 
with  the  curette  of  an  apparently  hopelessly  diseased  mucous  mem- 
brane, and  the  periosteum  of  this  thin-walled  cavity,  and  watched 
through  many  months  the  slowly  recovering  process  by  granula- 
tion tissue  ?  Who  has  not  watched  a  membrane,  apparently  be- 
yond physiological  repair,  do  better  without  radical  surgical 
interference  than  similar  ones  which  had  been  over-curetted  ?  The 
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improvement  in  the  treatment  of  antral  disease  will  be  made  in 
the  direction  of  effective,  but  conservative  surgery. 

When  a  stubborn  case  is  presented  the  surgeon  must  decide 
whether  he  will  operate  through  the  nose,  by  penetrating  the 
antrum  wall,  either  through  the  inferior  or  middle  meatus;  or 
through  the  tooth-socket  and  alveolus,  after  Cooper's  method;  or 
through  the  canine  fossa,  Desault's  method;  or  through  the  inner 
side  of  the  alveolus,  near  the  junction  of  the  hard  palate  and 
alveolus,  as  recommended  by  Zeim  ;  or  through  the  malar  ridge, 
which  I  believe  was  first  strongly  advocated,  in  certain  cases,  by 
the  writer.  Probably  there  are  cases  in  which  each  of  these 
operations,  respectively,  would  be  the  best.  The  judgment  of 
the  operator,  which  must  be  based  upon  experience  and  a  careful 
consideration  of  every  point,  must  be  relied  upon  for  the  proper 
selection.  In  those  cases  where  the  evidence  points  to  the  tooth 
as  a  cause,  I  would  advise  removal  of  the  tooth  and  penetration 
of  the  antrum  through  the  socket  which  contained  the  diseased 
root.  This  is  such  a  simple  and  harmless  procedure  that  it  is 
well  to  use  it  as  an  expectant  treatment,  excepting  in  the  very 
grave  form  of  cases.  I  prefer  the  operation  through  the  malar 
ridge  and  canine  fossa  in  all  instances  where  the  symptoms 
indicate  that  the  tissues  are  extensively  degenerated. 

Case  XLVI. — Mrs.  D.,  aged  twenty-eight,  consulted  me  in 
March,  1895.  She  gave  the  following  history:  In  March,  1894, 
she  began  to  suffer  from  a  copious  discharge  from  the  posterior 
nares,  and  two  months  later  a  dull,  aching  pain  began  in  the 
right  upper  jaw,  which  increased,  and  extended  to  the  eye.  An 
ulcerated  tooth  was  removed  from  that  side,  and  the  dentist  made 
a  diagnosis  of  empyema  of  the  right  antrum.  He  drilled  into  the 
antrum,  and  found  pus  which  was  very  offensive.  He  treated  it 
daily  for  about  two  months,  with  but  little  relief.  The  electric 
light  produced  a  dark  umbra  under  the  right  eye  and  there  was  a 
bright  spot  beneath  the  left  eye.  Muco-pus  flowed  from  the  hiatus 
downward  and  backward  over  the  posterior  tip  of  the  inferior 
turbinated.  I  curetted  the  antrum  as  well  as  I  could  through 
the  small  opening  on  different  occasions,  and  treated  the  patient 
a  few  months  with  but  little  relief.  There  seemed  to  be  extensive 
necrosis  and  caries  on  the  floor  and  the  anterior  and  internal  walls 
of  the  antrum.  At  the  New  Amsterdam  Eye  and  Ear  Hospital, 
the  patient  being  under  ether,  I  made  a  large  opening  into  the 
antrum,  removing  the  external  part  of  the  alveolar  process,  and 
extended  the  opening  up  into  the  canine  fossa.     The  walls  were 
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rough,  carious,  necrotic,  and  covered  in  places  with  ugly  suppura- 
tive granulations.  This  surface  was  carefully  and  deeply  curetted, 
the  cavity  packed  with  gauze,  and  there  was  decided  improve- 
ment in  the  symptoms.  The  aperture  was  kept  open  with  a  large 
rubber  tube  for  several  months,  and  recuretted  at  intervals  of 
about  six  weeks.  Exuberant  granulations  would  spring  up,  and 
also  circumscribed  areas  of  carious  and  necrotic  bone,  preventing 
cicatrization.  The  membrane  gradually  closed  around  the  tube, 
which  I  excised  under  cocain  with  a  Graefe  knife,  and  the  dis- 
eased area  gradually  lessened  and  improved  until  now.  At 
present  there  is  a  slight  amount  of  mucus,  but  this  is  not  trouble- 
some, and  the  symptoms  of  diseased  bone  have  disappeared  ; 
there  are  still  many  rather  firm  granulations  which  seem  to  be 
cicatrizing  over  the  region  which  was  deprived  of  its  mucous 
membrane  and  periosteum. 

Case  XLVII. — Mrs.  H.,  aged  twenty-seven,  applied  to  me  in 
1895.  She  gave  a  history  of  nasal  discharge,  which  dated  back 
to  her  infancy.  About  three  years  ago  pain  commenced  in  the 
face  and  head,  which  was  more  severe  on  the  left  side.  There 
was  a  discharge  of  matter  and  crusts  from  the  nose,  and  her  head- 
aches had  been  so  severe  that  morphin  was  necessary  to  relieve 
her  ;  she  had  also  suffered  from  photophobia.  The  electric 
light  produced  an  umbra  beneath  both  eyes.  Mucopurulent 
crusts  were  lying  in  the  middle  meatus,  near  the  antrum  of  High- 
more  opening,  and  there  was  a  general  appearance  of  atrophic 
rhinitis.  In  April,  1895,  I  drilled  through  the  malar  ridge  (the 
first  molar  tooth  being  absent),  making  an  opening  about  eight 
millimeters  in  diameter,  and  found  that  the  cavity  contained  pus, 
muco-pus,  and  some  granulations.  I  curetted  it  very  carefully, 
and  inserted  a  rubber  tube,  and  irrigated  the  cavity  regularly. 
The  incrustations  in  that  region,  which  indicated  atrophic 
rhinitis,  disappeared  entirely,  the  pain  ceased,  and  the  patient  im- 
proved remarkably. 

Case  XLVIII. — Dr.  S.,  age  forty,  applied  to  me  in  the  spring 
of  1895.  He  was  suffering  from  an  unpleasant  nasal  discharge, 
which  was  confined  to  the  right  side,  headaches,  and  a  constant 
dripping  into  the  throat.  He  had  suffered  from  this  condition 
for  about  one  year.  Examination  demonstrated  muco-pus  in  the 
middle  meatus  and  around  the  middle  turbinated  body.  There 
was  a  slight  deflection  of  the  septum,  with  rather  a  large  exostosis 
pressing  into  the  under  surface  of  the  inferior  turbinated,  and 
the  parts  around  the  hiatus.      I  made  the  diagnosis  of  ethmoiditis 
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and  exostosis.  The  parts  were  so  pressed  together  in  the  middle 
meatus  that  it  was  impossible  to  arrive  at  any  definite  conclusion 
as  to  the  extent  of  the  disease.  I  sawed  off  the  exostosis  and  re- 
moved a  part  of  the  turbinated.  After  treating  him  for  several 
weeks  the  secretion  lessened.  At  his  own  suggestion  my  attention 
was  directed  to  the  antrum,  in  which  region  he  complained  of  a 
peculiar  sensation.  I  passed  a  tube  into  the  antrum,  and  on  ir- 
rigating a  quantity  of  very  offensive  pus  came  away  with  the 
fluid.  These  irrigations  were  kept  up  for  some  time,  and  he  im- 
proved to  a  certain  degree.  He  continued,  however,  to  be 
annoyed  with  a  discharge  of  muco-pus,  but  in  a  much  lesser  de- 
gree than  before.  I  had  noticed  a  defective  first  molar  tooth, 
and  suspected  that  it  was  the  cause  of  the  trouble.  I  requested 
him  to  have  it  extracted,  which  he  did,  and  necrosis  was  found 
at  the  end  of  the  root.  The  antrum  was  irrigated  through  the 
socket  for  several  weeks,  and  he  improved  steadily  from  this 
time  on,  and  in  six  months  he  was  apparently  well. 

Miss  S. ,  age  twenty-two,  applied  to  me  in  June,  1895.  She 
gave  a  history  of  having  had  polypi  removed  from  the  nose  since 
her  fifteenth  year.  Upon  examination  polypi  and  pus  were  ob- 
served in  the  right  middle  meatus.  The  electric  light  showed  a 
dark  umbra  beneath  the  right  eye,  and  produced  a  light  spot  be- 
neath the  left  eye.  The  polypi  were  removed  with  the  snare  and 
forceps,  and  pus  continued  to  ooze  from  the  antrum.  In  the 
previous  March  she  had  had  an  abscess  at  the  root  of  the  first 
bicuspid  tooth,  accompanied  by  intense  pain  and  neuralgia  ex- 
tending over  the  entire  right  side  of  the  face  and  behind  the  ear. 
This  only  yielded  to  heavy  doses  of  opiates,  and  at  the  end  of  two 
weeks  it  suddenly  disappeared.  On  June  14th,  under  ether,  I 
did  the  canine  fossa  operation,  making  an  opening  large  enough 
to  admit  the  little  finger.  The  cavity  was  full  of  pus,  granula- 
tions, and  polypi.  The  cavity  was  curetted  and  packed  with 
iodoform  gauze,  and  redressed  on  the  i6th,  17th,  and  19th. 
After  this  she  had  some  nausea  and  pain,  with  a  temperature  of 
100.6°,  and  also  attacks  of  depression,  "smothering,"  and 
wheezing.  All  the  packing  was  removed  and  the  cavity  was  in- 
sufflated with  aristol.  The  patient  improved  rapidly.  A  soft 
rubber  tube  was  kept  in  for  several  months,  and  the  discharge 
gradually  ceased.  The  opening  was  allowed  to  close.  I  examined 
her  on  February  4,  1896,  and  found  both  antrums  bright  by  trans- 
illumination; there  was   a  very  slight  collection  of  muco-pus  in 
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the  right  middle  meatus,   apparently  coming  from  the  ethmoid. 
The  patient  feels  that  she  is  entirely  well. 

Mrs.  C,  age  fifty,  applied  to  me  on  July  11,  1896.  Her 
previous  history  was  that  pain  commenced  fifteen  years  ago  in  the 
left  upper  jaw,  and  continued  for  ten  years;  then  an  abscess  dis- 
charged into  the  left  nostril  from  the  antrum.  The  last  molar 
tooth  was  extracted  and  found  to  have  an  exostosis  on  the  fang. 
Her  physician  advised  that  the  antrum  be  entered  through  the 
socket.  This  was  done,  and  considerable  pus  came  away.  It 
continued  to  flow  for  two  years,  and  the  cavity  was  reopened 
twenty-two  times.  She  had  never  been  free  from  post-nasal 
catarrh.  Five  years  ago  the  right  antrum  began  to  be  painful, 
and  this  continued  until  one  year  ago,  when  she  consulted  Dr. 
Roe  of  Rochester.  He  drilled  into  the  right  antrum,  through  the 
side  of  the  alveolus,  and  removed  pus,  fungous  growths,  and 
polypi.  She  wore  a  tube  five  or  six  weeks;  the  wound  closed, 
and  she  has  gained  twenty  pounds  in  the  last  year.  She  had 
been  suffering  from  a  pain  in  the  right  antrum  for  the  past  few 
months,  felt  nervous,  could  not  sleep,  had  chills,  and  muco-pus 
flowed  into  the  throat  constantly.  On  examination  I  found  the 
middle  turbinated  hypertrophied  and  a  certain  amount  of  sup- 
purative ethmoiditis;  pus  was  oozing  from  the  left  meatus,  and 
the  left  infundibulum.  The  electric  light  produced  a  dark  umbra 
beneath  the  left  eye,  the  right  being  normal.  She  complained 
somewhat  of  the  right  antrum,  and  several  surgeons  had  insisted 
upon  reopening  the  cavity  under  ether.  I  tried  to  convince  her 
that  the  right  antrum  was  well,  but  in  order  to  do  this  I  made  a 
small  opening  through  the  flesh  which  had  grown  over  the 
aperture  made  by  Dr.  Roe,  and  irrigated  the  cavity.  The  fluid 
came  through  clear,  without  a  trace  of  pus.  On  November  8, 
1895,  I  opened  the  left  antrum  through  the  malar  ridge.  The 
cavity  was  full  of  pus  and  granulation  tissue.  I  curetted  it  care- 
fully, and  packed  it  with  iodoform  gauze  for  a  few  days,  and  then 
inserted  a  rubber  tube.  The  patient  improved  rapidly.  I  re- 
ceived a  letter  from  her  on  February  20,  1896,  in  which  she  stated 
that  she  thought  the  antrum  was  entirely  well,  but  that  she  was 
still  wearing  the  tube.  She  expressed  herself  as  being  entirely 
relieved  from  the  severe  suffering  which  she  had  endured  for 
nearly  seventeen  years. 

DISCUSSION. 

Dr.  Phillips  said  that  he  quite  agreed  with  the  reader  of  the 
paper  regarding  the  etiology  of  antral  disease.    He  found  that  the 
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dental  profession  was  very  much  inclined  to  follow  the  teaching  of 
Garretson,  that  almost  all  antrum  cases  were  due  to  some  defect 
in  the  teeth  or  in  the  bone.  In  his  opinion  catarrhal  inflamma- 
tion of  the  antrum  was  not  an  infrequent  disease,  but  suppurative 
inflammation  of  the  antrum  was  more  rare.  He  did  not  think  it 
necessary  to  remove  a  tooth  \i  the  teeth  were  perfectly  sound;  it 
was  better  to  penetrate  through  the  canine  fossa.  His  most  recent 
case  had  been  one  without  complication  from  teeth  or  jaw. 
The  only  symptom  complained  of  was  that  daily,  at  about  ten 
o'clock,  he  had  a  quite  free  discharge  of  slightly  offensive  pus 
from  his  right  nostril.  It  was  learned  his  occupation  was  that 
of  a  watchmaker,  and  that  while  at  work  he  bent  his  head  down- 
ward and  forward.  This  condition  had  lasted  about  a  year,  and 
had  followed  a  cold.  Examination  of  nose  was  negative;  percus- 
sion over  the  antrum  of  the  affected  side  elicited  some  tender- 
ness as  compared  with  the  opposite  side.  By  transillumina- 
tion he  had  found  that  there  was  a  bright  area  underneath  the  eye 
on  the  left  side,  and  a  very  dark  shadow  underneath  the  eye  on 
the  right  side. 

Some  observers  claimed  that  transillumination  was  unsatisfac- 
tory, but  the  reason  usually  was  that  it  was  not  properly  per- 
formed. The  observer  should  note  the  character  of  the  illumina- 
tion beneath  the  eye,  the  appearance  of  the  light  low  down  being 
always  negative.  He  would  be  unwilling  to  operate  in  a  case  with 
darkness  on  one  side  and  light  on  the  other  side,  unless  there 
were  other  symptoms  of  antrum  disease,  but  in  this  obscure  case 
the  transillumination  had  been  most  helpful.  Transillumination 
is  a  useful  aid,  but  should  not  be  considered  in  itself  sufficient 
ground  for  a  positive  diagnosis.  Cocain  cataphoresis  was  used 
in  this  case,  with  a  current  of  fifteen  volts.  A  free  opening  was 
made  into  the  antrum,  and  according  to  the  statement  of  the  man 
the  operation  was  painless.  There  was  a  free  discharge  of  pus. 
Last  summer  he  had  seen  a  man  who  had  rapidly  developed  an 
acute  sinusitis  in  the  frontal  sinus,  together  with  extensive  sup- 
purative periostitis  over  the  frontal  region,  following  a  violent 
insufflation  of  powder  on  that  side.  This  insufflation  had  been 
done  by  one  of  the  advertising  quack  catarrh  cures  in  this  city. 
Patient  also  gave  a  clear  syphilitic  history.  He  had  extensive 
polypoid  development  in  both  nares.  An  external  incision  had 
been  made  to  relieve  the  extensive  cellulitis,  and  pus  was  found, 
and  a  final  sinus  into  the  cavity  was  left,  which  had  continued  to 
discharge.     This  was  underneath  the  supraorbital  foramen;  oper- 
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ation  was  consented  to,  and  he  had  followed  Dr.  Myles'  plan  of 
making  the  incision.  As  soon  as  the  opening  was  sufficiently 
large  the  polypi  forced  themselves  out  through  the  opening  that 
he  had  made  in  the  frontal  sinus.  He  removed  nearly  half  an 
ounce  of  polypoid  material  from  the  sinus  and  packed  with  iodo- 
form gauze,  and  the  usual  treatment  was  carried  out.  Scarcely 
any  deformity  followed  this  plan  of  opening  the  sinus.  Recently 
he  had  been  operating  upon  a  cadaver  of  a  colored  person,  and 
had  been  surprised  at  the  extreme  smallness  of  the  sinus.  It  did 
not  extend  beyond  the  supraorbital  foramen,  and  an  attempt  to 
have  entered  this  sinus  by  the  nose  would,  no  doubt,  have  entered 
the  cranial  cavity. 

Dr.  G.  H.  Makuen  said  that  a  few  weeks  ago  he  had  reported 
a  case  of  unusual  alveolar  abscess  with  antral  complications.  The 
patient  had  complained  first  of  pain  around  the  second  molar 
tooth  in  the  upper  jaw  on  the  right  side.  After  two  or  three  days 
a  slight  seropurulent  discharge  made  its  appearance  between  the 
gum  and  the  tooth.  A  dentist  who  saw  the  case  gave  it  as  his 
opinion  that  the  case  was  one  of  alveolar  abscess.  On  opening 
the  tooth  he  found  it  apparently  healthy.  The  tooth  was  devital- 
ized and  the  pulp  removed,  but  without  benefit  to  the  patient. 
Shortly  after  this,  while  probing,  the  dentist  passed  his  probe  into 
the  antrum.  On  removing  the  tooth  a  small  pus  sac  was  found 
midway  on  the  tooth.  This  sac  was  half  an  inch  from  any  infec- 
tion by  way  of  the  mouth,  and  certainly  no  infection  could  have 
come  through  the  antrum.  His  experience  had  been  that,  when 
a  large  opening  was  made  at  the  floor  of  the  antrum,  the  cavity 
did  not  drain  through  this  opening  unless  there  was  an  obstruc- 
tion of  the  natural  opening.  He  suspected  that  the  movements  of 
respiration  caused  a  suction  through  the  nose,  and  thus  accounted 
for  drainage  taking  place  against  the  action  of  gravity. 

Dr.  E.  E.  Holt  said  that  he  desired  to  express  his  high  ad- 
miration of  this  paper  from  the  standpoint  of  the  ophthalmologist 
and  otologist.  In  cases  of  orbital  cellulitis  one  was  often  brought 
into  contact  with  the  antrum  of  Highmore. 

Dr.  Day  said  that  he  had  found  quite  a  number  of  cases  in 
which  transillumination  showed  a  shadow  on  both  sides,  and  some- 
times on  one  side,  without  any  other  indication  of  antrum  disease. 
He  had,  therefore,  become  somewhat  skeptical  as  to  the  value  of 
transillumination  in  diagnosis. 

Dr.  Myles,  in  reply,  said  that  there  were  thousands  of  people 
in  this  country    who  had  been  suffering  for  years  from  catarrh, 
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and  from  antral  disease,  and  yet  they  had  been  treated  by  very 
competent  physicians.  The  remark  that  had  been  made  about  the 
smallnessof  the  frontal  sinus  reminded  him  of  the  fact  that  some 
colored  people  seem  to  have  no  frontal  sinus,  or  only  a  very 
small  one.  It  was  an  easy  matter  in  such  cases  to  make  an  open- 
ing directly  into  the  cranial  cavity,  inadvertently,  while  opera- 
ting. In  his  experience,  most  of  the  cavities  of  the  nose  appeared 
to  drain  by  a  to-and-fro  motion  of  the  air,  due  to  the  respiratory 
movements.  Regarding  the  matter  of  transillumination,  the 
speaker  said  that  hundreds  of  people  presented  a  dark  shadow 
beneath  the  eyes,  but  in  almost  any  case  the  shadow  could  be 
made  to  disappear  by  the  use  of  sufficiently  powerful  illumination. 
There  were  many  drawbacks  to  transillumination,  but  it  was, 
nevertheless,  a  very  valuable  aid  to  diagnosis  and  one  which 
should  not  be  neglected. 


A    CASE    OF    ANGIONEUROTIC    EDEMA    OF    THE 
LARYNX,   WITH  REMARKS. 


BY    DUXBAR    ROY,     A.     B.,    M.D. 


The  case  that  I  wish  to  report  to  the  Fellows  of  this  Society 
is  one  of  peculiar  interest  to  me  in  that  I  have  been  unable  to  find, 
in  reviewing  the  literature  at  my  command,  another  one  exactly 
similar  in  character — nor  is  there  a  certainty  in  giving  it  the  title 
which  forms  the  caption  of  this  article;  but  since  it  more  nearly 
resembles  those  cases  which  have  been  described  as  coming  under 
this  pathological  condition,  I  may  be  justified  in  placing  it  in  this 
category.  Without  further  preface,  I  will  give  the  history  of  the 
case  in  question. 

J.  H.  S.,  jet.  36,  consulted  me  on  December  4th  last,  on  ac- 
count of  a  lumpy  feeling  in  the  throat  and  a  swelling  of  the  neck. 

Previous  History. — Father  and  mother  healthy.  His  fam- 
ily were  all  musical  and  of  a  neurotic  temperament;  otherwise  no 
history  of  any  constitutional  disorder  could  be  obtained.  He 
himself  has  always  been  perfectly  healthy,  and  even  to-day,  with 
the  exception  of  the  present  complaint,  he  feels  perfectly  well. 
Has  never  had  any  severe  illness.  Has  always  been  of  a  nervous 
temperament,  and  while  not  easily  excited,  is  very  quick  in  his 
movements  and  senses  of  feeling.  Has  never  noticed  any  trouble 
with   his   digestive   apparatus.      The  present   condition  of  affairs 
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dates  from  June  last,  when  he  first  noticed  any  discomfort  what- 
ever. 

The  first  symptom  which  he  recognized  was  that  within  a  few 
moments  his  neck  would  begin  to  swell  until  his  collar  became  so 
uncomfortable  that  he  would  have  to  remove  it,  and  in  some 
cases  to  loosen  the  neck  of  his  shirt.  At  the  same  time  there 
would  begin  to  appear  a  feeling  of  enlargement  within  the  throat 
itself  just  above  the  thyroid  cartilage.  This  condition  of  affairs 
usually  came  on  about  10  o'clock  in  the  morning  as  he  was  work- 
ing over  his  books.  Just  as  quickly  would  these  symptoms  disap- 
pear. With  the  presence  of  these  there  would  be  a  feeling  of 
palpitation  in  the  region  of  the  heart.  These  attacks  came  on  at 
first  about  once  every  two  weeks,  lasting  but  a  short  time,  but 
towards  the  fall  they  became  more  frequent  and  very  uncomfort- 
able. At  no  time  was  the  patient's  breathing  interfered  with  nor 
was  there  any  difficulty  in  singing  even  during  an  attack.  He 
was  a  member  of  the  church  choir  and  sang  regularly  every  Sab- 
bath, having  a  most  excellently  rounded  baritone  voice.  The  at- 
tacks being  a  little  more  frequent  and  severe  in  character,  upoa 
the  advice  of  his  physician,  he  consulted  me. 

Before  making  an  examination,  I  ascertained  from  the  patient 
that  this  was  the  first  time  that  he  had  ever  had  his  throat  ex- 
amined, so  perfectly  free  had  he  been  from  all  troubles  of  this 
nature.  It  was  also  ascertained  that  his  voice  had  never  been  in 
the  slightest  degree  interfered  with  even  during  an  attack  and 
there  had  never  been  any  hoarseness.  Patient  knew  of  nothing 
which  would  bring  on  an  attack,  but  could  always  tell  when  one 
was  approaching.  There  had  never  been  any  difiicultyin  breath- 
ing. During  an  attack  he  felt  very  light  headed,  just  as  if  he  had 
taken  two  or  three  large  drinks.  He  expressed  it  by  saying  that 
the  feeling  was  one  of  general  nervous  discomfort. 

In  order  to  ascertain  whether  there  was  not  some  hysterical 
element  connected  with  the  whole  trouble,  the  patient  was  seen 
both  during  and  between  attacks,  and  as  a  result  I  found  that 
there  was  a  very  decided  actual  enlargement  of  the  neck.  This 
enlargement  did  not  consist  in  any  edema  of  the  subepithelial 
layers,  but  the  whole  neck,  with  all  of  its  tissues,  seemed  swollen 
without  any  signs  of  pitting  or  cellular  infiltration.  This  en- 
largement of  the  neck,  as  a  rule,  only  lasted  an  hour  or  two. 
There  was  no  external  swelling  on  any  other  portion  of  the  body. 
No  "gastric  crises"  were  present.  No  thyroid  enlargement 
could    be   found.      The    patient's  eyes  showed  a  high  degree  of 
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myopia,  but  no  other  abnormality.  The  heart  was  thoroughly 
examined,  with  negative  results.  Slight  gastric  symptoms  were 
present,  but  otherwise  the  patient  was  physically  in  a  most  excel- 
lent condition.      Urine  normal. 

The  larynx  was  examined  both  during  and  between  the  at- 
tacks. In  the  former  nothing  abnormal,  could  be  seen.  A  most 
excellent  laryngoscopic  picture  was  obtained.  The  epiglottis  ap- 
peared normal,  as  did  nearly  the  whole  interior  of  the  larynx 
with  the  exception  of  the  mucous  and  submucous  tissue  in  the 
region  of  the  arytenoid  cartilages.  At  this  point  it  was  almost 
impossible  to  tell  that  there  were  two  distinct  cartilages  so  much 
obliterated  by  swelling  was  the  interarytenoid  space.  The 
swelling  was  accompanied  by  no  congestion,  as  is  found  in  the 
true  inflammatory  edema,  nor  was  congestion  present  at  any 
other  point.  Vocal  bands  normal  in  appearance.  There  was  no 
difficulty  whatever  in  the  patient's  running  his  vocal  register. 
Between  the  attacks,  the  larynx  showed  much  the  same  picture 
with  the  exception  that  there  was  a  distinct  space  between  the 
arytenoids,  and  there  was  very  little  if  any  swelling  of  the  mucous 
membrane  covering  these  cartilages.  These  were  the  only  object- 
ive signs  present.  The  patient  was  carefully  interrogated  for  any 
history  of  tuberculosis  in  the  family,  with  negative  results.  A 
healthier  specimen  of  manhood  I  have  rarely  seen. 

The  treatment  consisted  in  a  strong  inhalation  of  campho- 
mentholin  liquid  vaseline,  and  as  a  rule  one  application  was  suffi- 
cient to  remove  all  subjective  symptoms.  He  was  given  thyroid 
extract  3  gr.  three  times  daily,  and  also  tr.  strophanthus  for  the 
cardiac  irritability.  Various  nerve  tonics  were  used,  but  as  yet 
the  patient  occasionally  has  had  an  attack,  but  not  near  as  fre- 
quently or  intensely  as  formerly. 

In  studying  the  history  of  this  case,  and  that  of  others  which 
bear  some  clinical  resemblance,  we  are  compelled  to  place  it  un- 
der the  category  of  "nervous  disorders,"  whatever  that  may  be. 
It  more  nearly  resembles  those  reported  cases  of  angioneurotic 
edema  than  any  other  affection  of  which  I  am  cognizant,  and  for 
this  reason  I  feel  inclined  to  place  it  under  this  classification. 
Especially  is  this  true  since  such  cases  of  this  affection  as  have 
been  reported  differ  so  widely  clinically  from  each  other  that  one 
is  compelled  to  believe  that  there  is  no  uniformity  of  symptoms. 

Angioneurotic  edema  is  but  a  term  used  by  most  American 
writers  to  denote  a  series  of  symptoms  manifesting  themselves  in 
various  portions  of  the  body,  chiefly  by  circumscribed  swellings. 
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It  is  also  known  under  various  other  names,  as  periodic 
swelling,  acute  circumscribed  edema,  acute  idiopathic  edema, 
urticaria  tuberosa,  etc.  The  disease  if  it  may  be  so 
called,  was  first  minutely  described  by  Quincke,  a  derma- 
tologist, as  representing  a  distinct  type  of  skin  lesion  here- 
tofore undescribed.  He  was  soon  followed  by  others,  both 
dermatologists,  neurologists,  and  laryngologists,  until  at  present 
there  have  been  quite  a  few  descriptive  articles  with  cases  written 
upon  this  subject,  especially  by  Osier,  Simon,  Lovett,  Collins  and 
Ballinger,  all  of  this  country.  Collins,  of  New  York,  in  a  very 
extensive  article  read  before  the  American  Neurological  Society, 
June,  1892,  has  given  the  subject  a  most  critical  study,  and  I  ac- 
knowledge my  indebtedness  to  this  article  for  some  of  the  points 
herein  contained. 

The  circumscribed  swellings  supposed  to  be  characteristic  of 
the  disease  manifest  themselves  preferably  on  the  face,  throat  and 
extremities  without  any  apparent  cause  or  selection,  and  they  are 
frequently  accompanied  by  certain  gastro-intestinal  disorders, 
leading  one  to  suppose  that  a  pathologic  condition  of  the  mucous 
membrane  in  this  region  is  also  present.  The  frequency  of  the 
appearance  of  this  edema  in  different  parts  of  the  body  is  shown 
by  Collins,  who,  in  the  study  of  71  cases,  found  the  relative  fre- 
quency as  follows:  in  the  face  27  times;  on  the  extremities  22;  in 
the  larynx  5;  on  the  genitals  3;  on  the  body  6;  on  the  gums  and 
palate  i ;  in  the  stomach  (?)  3 ;  on  the  neck  3 ;  and  behind  the  ear  i. 

This  circumscribed  edema  comes  on  suddenly  without  warn- 
ing, and  as  suddenly  disappears.  Cases  have  been  reported  where 
the  attack  occurred  regularly  at  a  certain  hour  every  day, 
although  that  is  not  a  characteristic  sign  of  the  disease.  The 
swelling,  when  it  appears  upon  the  skin,  is  well  defined  and  easily 
differentiated  from  the  surrounding  surface,  and  varies  in  color. 
Most  usually  it  is  of  a  pale,  waxy  hue,  resembling  the  condition 
of  the  skin  seen  in  myxedema.  The  swelling  does  not  pit  on 
pressure,  or  if  so,  very  slightly,  quickly  returning  to  its  former 
condition.  As  a  rule,  it  is  the  same  portion  of  the  body  that  is 
always  involved,  and  one  attack  seems  to  predispose  to  another. 
Collins  found  that  among  the  72  recorded  cases  from  which  his 
deductions  were  drawn,  the  mucous  membrane  of  the  throat  was 
involved  in  21  per  cent.  This  represented  only  such  cases  as 
were  of  sufficient  intensity  to  cause  the  patient  to  complain,  or  in 
which  the  swelling  produced  discomfort  by  its  presence. 

When  swelling  of  the  mucous  membrane  of  the  larynx  occurs, 
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the  symptoms  vary  with  the  intensity.  This  latter  is  sometimes 
so  marked  as  to  cause  great  uneasiness  for  the  life  of  the  patient, 
on  account  of  the  suffocation  which  arises,  and  Osier  has  reported 
two  cases  in  which  death  occurred  in  consequence  of  the  edema, 
and  in  several  others  the  symptoms  were  so  urgent  as  to  demand 
scarification. 

Dr.  Jno.  H.  Pryor,  of  Buffalo,  has  reported  a  case  of  supra- 
glottic  edema  of  the  larynx  which  was  evidently  of  this  so- 
called  angioneurotic  type.  The  symptoms  came  on  very  sud- 
denly, with  great  swelling  of  the  supraglottic  area  without  in- 
flammatory signs. 

The  writer  sums  up  the  following  features  of  the  case: 

1.  The  absence  of  any  known  causative  agency  and  constitu- 
tional symptoms. 

2.  The  extent  of  the  edema,  which  may  occur  without 
marked  dyspnea. 

3.  The  peculiar  character  of  the  voice. 

4.  The  marked  benefit  of  prompt  treatment  without  scarifica- 
tion. 

5.  The  probability  of  the  case  belonging  to  a  group  of 
obscure  clinical  manifestations  known  as  angioneurotic  edema,  or 
allied  vaso-motor  curiosities. 

One  symptom  especially  noted  in  Dr.  Pryor's  case  was  also 
present  in  mine,  and  that  was  the  marked  edema  which  occurred 
in  the  larynx,  without  producing  a  corresponding  interference 
with  the  breathing.  In  my  case  there  never  was  more  than  a  feel- 
ing of  enlargement  without  any  interference  with  the  breathing 
or  voice. 

Dr.  Bannister,  in  the  Chicago  Medical  Review^  1880,  according 
to  Dr.  Ballinger,  was  the  first  American  to  call  attention  to  this 
affection  in  an  article  entitled  "  Erythema  or  Urticaria." 

Mr.  P.,  set.  37,  carpenter,  had  suffered  for  some  time  with 
swollen  limbs  with  itching.  Urine  normal  as  to  specific  gravity, 
albumen,  sugar,  and  appearance.  Under  treatment  he  improved 
for  a  day  or  two  and  then  began  to  have  distress  in  the  throat. 
One  morning  he  was  found  unable  to  speak  above  a  whisper. 
Respiration  not  interfered  with  to  any  extent.  On  looking  into 
the  mouth  the  uvula  appeared  almost  as  large  as  a  man's  thumb, 
tense  and  glossy.  He  immediately  clipped  the  uvula  in  several 
places  with  a  pair  of  scissors,  which  gave  almost  complete  relief 
in  fifteen  minutes.     There  was  also  considerable  edema  about  the 
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pharynx.  Acute  gastritis  symptoms  absent.  Recovery  uninter- 
rupted. 

Dr.  Ballinger,  in  a  membership  thesis  before  the  Chicago 
Academy  of  Medicine  on  "Angioneurotic  Edema,"  gives  the 
following  interesting  history  of  a  case: 

Miss  A.,  aet.  20,  teacher,  was  brought  to  his  office  hurriedly 
by  a  fellow  physician,  who  thought  that  a  tracheotomy  might  be 
necessary  as  there  was  a  dropsical  condition  of  the  pharynx,  with 
extreme  dyspnea.  Upon  inspection  the  uvula  and  pharynx  were 
found  to  be  the  seat  of  a  pronounced  edema,  extending  almost  as 
low  as  the  larynx;  nasal  mucous  membrane  quite  edematous, 
transluscent,  pearly  gray  in  color,  and  exuding  a  profuse,  heavy 
gray  mucus;  face  somewhat  dropsical.  Upon  the  assurance  of 
the  doctor  that  the  condition  would  soon  pass  away,  the  patient 
became  more  calm  and  breathed  easier.  She  reported  that  she 
had  started  to  the  city,  and  on  board  the  train  began  to  have  a 
feeling  of  swelling  in  the  throat  and  nose,  and  in  five  minutes  was 
suffering  with  great  dyspnea.  Ballinger  could  find  no  exciting 
cause,  unless  it  was  some  condition  attending  an  attack  of  hay 
fever.  The  predisposing  cause  was  the  marked  neurotic  diathesis, 
which  was  traceable  throughout  the  family  history. 

In  studying  the  histories  of  these  reported  cases,  one  is  forced 
to  admit  the  neurotic  basis  of  the  disease.  There  seems  to  be  an 
evident  peculiar  predisposition  on  the  part  of  the  patient's  nerv- 
ous system  to  yield  to  certain  exciting  causes,  among  which  may 
be  mentioned  exposure  to  cold,  gastric  irritations,  especially  that 
produced  by  ingestion  of  certain  foods,  as  shell-fish,  etc.,  trauma, 
fright,  and  toxic  agents,  as  tobacco,  etc. 

Of  the  real  pathology  of  this  disease,  we  must  as  yet  acknowl- 
edge our  ignorance.  We  may  speak  of  the  blood  vessels  and 
capillaries  being  made  more  permeable  for  the  passage  of  their 
fluid  contents,  but  even  this  does  not  explain  to  us  the  point  in 
question. 

As  Simon  says,  "  As  long  as  our  knowledge  of  the  action  of 
vasomotor  nerves  upon  the  blood  vessels,  and  of  the  existence 
and  non-existence  of  trophic  nerves  and  centres  is  in  its  present 
embryonic  state,  it  seems  almost  hopeless  to  even  speculate  upon 
the  production  of  the  so-called   ''angioneuroses. " 

Collins  holds  that  this  angioneurotic  edema  is  due  to  a  vaso- 
motor disturbance,  not  to  a  trophic  neurosis,  meaning  that  the 
inner  wall  of  the  capillaries  and  blood  vessels  are  so  stretched  as 
to  allow  the  passage  of  the  fluid  element  of  the  blood   between 
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the  cells.  Ballinger,  on  the  other  hand,  holds  that  Collins  is  mis- 
taken, and  that  in  addition  there  are  trophic  changes  in  the 
endothelial  cells  which  allow  the  passage  of  the  fluid,  which 
otherwise  would  not  take  place. 

Theoretical  reasoning  has  not  as  yet  explained  clinical  facts, 
and  until  further  light  is  thrown  upon  the  subject  we  must  be  con- 
tent to  classify  the  clinical  phenomena  which  present  themselves, 
in  the  hope  that  further  experience  will  throw  some  light  upon 
this  as  yet  obscure  subject. 


EDEMA  OF  THE  LARYNX. 


BY  PROFESSOR  O.    B.    DOUGLAS,   M.D. 


How  much  must  a  man  know  to  make  him  a  good  physician  ? 
If  we  could  define  the  limit  we  would  still  have  the  subtle  prob- 
lem to  solve,  what  shall  he  know  ?  and  how  well  should  he  know 
it  ?  Experience  has  taught  that  a  little  well  known  is  better  than 
a  smattering  of  much.  Out  of  this,  specialties  have  grown,  and 
men  credited  with  knowledge  that  brought  them  followers  and 
shekels. 

I  will  not  attempt  to  answer  these  questions  fully.  If  they 
were  the  subjects  for  discussion  we  might  each  exploit  his  learning, 
expose  his  ignorance,  and  deplore  the  meagerness  of  knowledge. 
Yet  they  are  practical  and  important  questions.  We  ought  to  have 
a  clear  idea  of  what  modern  medicine  means;  a  distinct  conception 
of  the  perfect  physician — that  shall  materialize  after  due  gestation 
and  efficient  labor. 

The  anwimt  of  knowledge  should  measure  the  full  capacity  of 
memory  and  experience^  and  here  quality  is  more  essential  than 
quantity.  Much  that  was  memorized  in  our  preparatory  course 
has  been  forgotten,  and  should  have  been  forgotten.  To  disen- 
cumber the  memory  of  non-essentials  is  the  important  labor  of 
practical  life.  Not  that  the  things  learned  were  useless,  for  they 
developed  the  mind  and  strengthened  the  memory;  the  great 
work  of  life  is  not  delving  in  the  mines,  but  sifting  out  the  dirt 
and  picking  out  the  nuggets.  Like  all  prospectors,  we  have  to 
learn  by  experience  what  is  valuable  to  retain  and  what  is  merely 
"fools'  gold." 

The  thoroughness  of  a  man's  preparations  for  any  work  should 
be  commensurate  with  the  importance  of  the  subject  he  is  dealing 
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with.  Human  life  is  the  most  sacred  thing  we  know,  and  conse- 
quently the  physician's.preparation  to  care  for  it  should  be  incom- 
parably thorough.  He  should  be  specially  familiar  with  such 
abnormal  conditions  as  call  for  immediate  relief.  In  some  cases 
you  can  doctor  a  symptom,  in  order  to  gain  time  for  study;  or 
give  a  placebo  for  undiscovered  cause  of  illness,  and  so  cover  your 
retreat  to  the  shades  of  your  own  or  the  Academy  library.  But 
when  an  exigency  confronts  you — an  accident,  a  case  of  poison- 
ing, suffocation  from  any  cause — then  is  demanded  for  immediate 
use  all  your  self-possession,  your  accurate  knowledge  and  ready 
appliances.  A  human  life  is  poised  against  your  skill,  and  woe  to 
him  who  is  found  wanting. 

This  paper  is  presented  not  as  the  exponent  of  any  new  or  pet 
theory  touching  edema  of  the  larynx;  nor  to  advocate  a  favored 
definition,  nor  decide  a  contested  question:  but  to  consider  con- 
ditions that  call  for  immediate  action;  to  review  methods  of  treat- 
ment and  modes  of  operating;  compare  remedies  and  contrast 
results;  study  the  best  means  for  meeting  the  requirements  in  an 
emergency  and  giving  relief  to  the  patient  in  this  infrequent  but 
distressing  and  often  fatal  malady. 

I  would  not  limit  discussion  to  acute  edema  of  the  larynx,  but 
consider  any  condition  that  requires  skill  and  prompt  action  to 
save  a  patient  from  death  by  apnea.  This  broadens  the  field  but 
focuses  our  vision  upon  the  larynx  as  the  seat  of  difficulty. 

What  would  you  do  if  called  to  a  patient  strangling  and  strug- 
gling for  breath,  with  an  edema,  or  obstruction  of  the  larynx;  death 
imminent — certain — unless  relief  is  given  at  once  ?  This  is  the 
practical  question  before  us  this  evening.  "All  that  a  man  hath 
will  he  give  for  his  life  "  (said  Satan,  and  he  might  have  added, 
send  in  a  good  bill  when  your  work  is  done). 

Edema  of  the  glottis  is  an  exceedingly  rare  disease.  It  differs 
from  edema  of  the  larynx  in  its  location,  being  properly  an  edema 
of  the  vocal  bands;  while  the  more  common  edema  of  these  parts 
is  supraglottic,  an  infiltration  of  fluid  or  semi-fluid  into  the  sub- 
mucous connective  tissue  of  the  upper  part,  or  of  the  inner  surface 
of  the  larynx,  or  of  either  surface  of  the  epiglottis,  usually  accom-- 
panying  an  inflammation.  This  infiltration  may  be  serous,  lymph- 
ous,  sanguinolent,  or  purulent,  according  to  Cohen. 

The  edema  may  be  acute  or  chronic.  Glasgow  enumerates 
acute  inflammatory,  chronic  inflammatory,  simple  serous,  angio- 
neurotic and  solid  or  lymphoid  edema  of  the  larynx.  In  acute  cases 
the  effusion  is  serous,  or  maybe  hemorrhagic  from  a  wound.    The 
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slower  progress  affords  a  lymphous  or  purulent  product.  In  either 
case  the  lumen  of  the  larynx  is  narrowed,  respiration  is  obstructed, 
and  unless  relief  is  given,  spontaneously  or  surgically,  suffocation 
results,  either  rapidly  (intensified  often  by  the  struggling,  which 
would  cause  an  increased  congestion  of  the  parts,  or  by  spasmodic 
action  of  the  muscles  closing  the  glottis) ;  or  suffocation  as  a  result 
of  slow  congestion  of  brain  or  lungs;  death  taking  place  in  a  few 
hours,  or  after  several  days,  as  the  case  may  be.  An  early  diag- 
nosis is  often  difficult,  even  by  a  skilful  laryngologist.  But  sub- 
jective symptoms  are  sufficiently  impressive.  The  sense  of  con- 
striction; fear  of  suffocation;  peculiar  voice;  hot,  dry  throat, 
with  possibly  local  tenderness;  constant  desire  to  clear  the  throat; 
difficulty  in  swallowing,  and  inspiratory  dyspnea  with  comparative 
ease  in  expiration,  are  characteristic  symptoms.  If  not  relieved, 
the  patient  soon  exhibits  recognized  signs  of  suffocation;  an 
anxious  expression ;  face  flushed,  then  pale ;  eyes  staring  and  wild ; 
general  agitation;  quick,  gasping,  shallow  respiration ;  lips  blue 
and  trembling.  On  examination  we  may  find  the  tongue,  uvula, 
fauces,  or  pharynx  edematous;  more  frequently  the  epiglottis,  and 
usually,  according  to  Cohen,  the  anterior  or  lingual  surface;  while 
Glasgow  declares  the  opposite  or  laryngeal  surface  more  liable  to 
edematous  infiltration.  B}'^  depressing  the  tongue  the  epiglottis 
may  sometimes  be  seen  swollen  and  puffy. 

I  recall  a  case  where  the  uvula  was  so  distended  with  serous 
effusion  that  it  filled  the  inter-faucial  space  and  extended  down 
nearly  to  the  arytenoid  cartilages.  This  was  doubtless  due  to 
mercurialization  for  syphilis,  and  was  relieved  by  scarification  and 
local  medication. 

If  the  laryngoscope  can  be  used  we  may  see  the  aryteno-epi- 
glottic  folds.  The  tissues  here  are  sometimes  enormously  dis- 
tended, the  swelling  extending  to  and  involving  the  ventricular 
bands.  They  present  a  pale,  translucent  appearance,  not  unlike  an 
edematous  eyelid.  Without  the  laryngoscope  we  might  not  be  able 
to  differentiate  this  from  some  other  conditions,  e.g..,  croup,  a 
foreign  body,  tumor,  or  abscess. 

A  man,  forty  years  old,  came  to  my  ofiice  some  years  ago,  in 
agony  of  suffocation.  "  Do  something  for  me,  I  am  dying!"  was 
his  salutation  as  I  met  him.  His  appearance  was  that  of  a  man 
choking,  with  a  foreign  mass  in  his  throat.  I  examined  and  found 
a  large  swelling  of  the  left  arytenoid  body,  almost  filling  the 
laryngeal  space.  The  urgency  was  so  great  that  I  performed 
tracheotomy   as   speedily  as  possible.      The   enlargement  proved 
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to  be  an  abscess,  from  necrosis  of  the  arytenoid  cartilage,  and 
the  man  died  some  days  later.  An  autopsy  revealed  extensive 
burrowing  of  pus  and  destruction  of  tissue.  Syphilis  was  the 
cause. 

The  treatment  of  these  cases  varies  as  greatly  as  the  character 
of  the  disease.  In  acute  edema,  puncturing  or  scarifying  the 
tumid  mass  is  indicated,  and  should  be  done  where  the  tumefaction 
encroaches  much  upon  the  breathing  space  in  the  larynx.  It  may 
be  performed  with  an  instrument  made  for  the  purpose,  or  you  can 
use  an  ordinary  curved,  sharp-pointed  bistoury,  wrapping  all  but 
the  point  for  protection.  I'sually  half  a  dozen  punctures  will  be 
sufficient  and  the  operation  rarely  needs  repeating.  In  chronic 
edema  the  puncturing  may  have  to  be  repeated. 

Intubation  will  do  no  good  when  the  obstruction  is  above  the 
glottis.  Tracheotomy  should  be  resorted  to  promptly  if  neces- 
sary; delay  in  performing  it  has  proved  fatal  in  a  large  number  of 
cases  where  a  sudden  exacerbation,  or  spasm,  has  occurred  after 
all  danger  seemed  to  have  passed. 

The  medication,  which  has  been  used  with  best  result,  seems 
to  have  been  ice  in  the  mouth  and  cold  applications  to  the  neck, 
externally.  Astringents  have  been  used,  but  in  my  judgment  are 
rarely  helpful.  I  would  much  prefer  small  doses  of  belladonna, 
frequently  given.  Putting  the  feet  in  hot  water  for  half  an  hour, 
keeping  the  water  as  hot  as  can  be  borne;  attention  to  general 
conditions  must  not  be  omitted.  An  active  purgative;  diaphor- 
etics and  diuretics;  the  use  of  pilocarpin  hypodermically,  all  are 
indicated. 

The  causes  of  edema  of  the  larynx  are  numerous;  or,  I  might 
say,  it  occurs  as  a  complication  or  sequel  to  many  constitutional 
or  organic  diseases — an  enfeebled  heart,  Bright's  disease,  portal 
obstruction,  or  whatever  causes  edema  elsewhere,  local  inflamma- 
tion, wounds,  and  scalds.  It  may  result  from  local  application. 
I  well  remember  the  case  of  a  young  man  who  was  being  treated 
in  my  office  for  a  pharyngitis  suddenly  began  to  cough  and 
strangle,  breathing  with  increasing  difficulty  and  increasing  appre- 
hension. It  was  evidently  induced  by  medicine — not  severe  in 
itself,  but  sufficient  to  produce  a  local  edema  of  the  larynx.  To- 
day I  saw  a  case  of  edema  of  the  larynx  at  the  Manhattan  Eye 
and  Ear  Hospital,  caused  by  a  mucous  patch  in  the  glasso-epi- 
glottic  fossa. 

Dr.  Thomas  A.  DeBlois  of  Boston,  published  in  The  New  York 
Medical  Journal,  December  18,  1886,  fourteen  interesting  cases  of 
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laryngeal  edema,  which  occurred  in  his  i:)ractice  during  six  years. 
They  represented  the  proportion  in  four  thousand  throat  cases,  as 
he  states,  an  average  of  one  in  every  three  hundred  throat  cases 
treated  by  him.  This  is  a  vastly  larger  proportion  than  has  oc- 
curred in  my  practice.  I  find  fourteen  cases  of  edema  of  the  larynx 
recorded  in  the  printed  report  of  the  Manhattan  Eye  and  Ear 
Hospital,  during  the  last  twenty-six  years,  in  a  total  of  26,945  cases 
treated  in  the  throat  department  of  that  institution.  This,  it  will 
be  seen,  is  but  one  in  two  thousand.  There  may  have  been,  and 
doubtless  were,  many  more  cases  where  edema  occurred  as  a  com- 
plication or  result  of  other  conditions  that  were  treated,  but  no 
mention  made  of  the  edema. 

"Report  of  a  case  of  Acute  Supraglottic  Edema  Without 
Apparent  Cause,"  by  Dr.  John  H.  Pryor  of  Buffalo,  N.  Y.,  in  the 
Medical  Record  of  July  28,  1894,  is  of  interest,  as  it  relates  to  a 
somewhat  rare  form  of  edema  of  the  larynx,  and  I  give  a  resume 
of  it. 

"A  dentist,  age  thirty-four,  vigorous  and  healthy,  consulted 
Dr.  Pryor  on  account  of  difficulty  in  breathing  and  speaking. 
The  trouble  came  on  suddenly,  early  in  the  morning,  the  patient 
waking  with  a  sense  of  fulness  and  discomfort  in  the  throat. 
Toward  night  the  conditions  grew  worse,  the  face  wore  an  anxious 
expression,  and  the  voice  had  a  peculiar  metallic  resonance,  se- 
pulchral in  character.  The  epiglottis  and  aryepiglottic  folds  were 
edematous,  the  epiglottis  looking  much  like  two  puff  balls.  A 
bleb,  quarter  of  an  inch  in  diameter,  was  seen  on  the  right 
anterior  surface.  A  view  of  the  larynx  proper  could  not  be  ob- 
tained. There  was  an  infiltration  of  the  neck,  exteriorly  to  the 
larynx.  No  pain  was  complained  of;  respiration,  pulse,  and  tem- 
perature normal;  no  evidence  of  cardiac  or  renal  disease  could  be 
found.  The  treatment  consisted  in  the  application  of  six  leeches 
to  the  neck,  a  mustard  foot-bath,  copious  draughts  of  hot  lemon- 
ade and  whisky,  and  the  patient  wrapped  in  warm  blankets. 
Relief  soon  followed.  This  case  seems  peculiar;  ist,  because 
there  was  no  known  cause  and  no  constitutional  symptoms;  2d, 
the  extent  of  edema  which  occurred  without  marked  dyspnea; 
3d,  the  peculiarity  of  the  voice;  4th,  the  benefit  resulting  from 
treatment  without  scarification.  This  case  may  be  classed  with 
angioneurotic  of  obscure  vasomotor  cause. 

"  Dr.  Felix  Seman  presented  a  patient  before  the  Laryngolog- 
ical Society  of  London,  in  December,  1893,  in  which  case  severe 
edema  and  hematoma  followed  an  accidental  kick  against  the  left 
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side  of  the  larynx,  while  the  patient  was  playing  football.  Im- 
mediate aphonia  but  no  pain  or  dyspnea  was  complained  of. 
Patient  sucked  ice  on  his  way  to  the  hospital  and  was  seen  three 
hours  after  the  accident,  when  there  was  enormous  edema  of  left 
half  of  larynx,  except  the  epiglottis.  There  was  now  some  pain 
on  swallowing  but  no  dyspnea.  Expectoration  blood-stained;  no 
crepitation.  Four  leeches  were  applied  to  left  side  of  neck. 
Leiter's  coil  with  iced  water,  around  the  neck.  Twenty-four 
hours  after  the  accident  the  left  side  of  larynx  presented  a  bril- 
liantly red  tense  tumor,  and  epiglottis  and  pyriform  sinus  were 
badly  swollen.  This  continued  five  days,  when  ten  grains  of 
iodid  of  potash  were  given,  three  times  a  day.  Ten  days  from 
accident  the  ice  coil  was  left  off,  iodid  continued.  Improvement 
was  slow,  but  the  patient  entirely  recovered  in  about  four  weeks." 
Landgraf  gave  to  the  Laryngological  Association  of  Berlin,  in 
February,  1895,  a  description  of  what  he  terms  "acute  circum- 
scribed edema."  As  a  type,  or  cause,  of  this  peculiar  form  of 
edema,  I  condense  from  this  paper  the  following:  Within  ten 
minutes  a  swelling  may  appear  on  any  part  of  the  skin,  one-half 
to  four  inches  in  circumference.  It  does  not  itch,  but  causes  a 
feeling  of  fulness  or  tension.  The  face  is  most  frequently  af- 
fected and  the  swelling  lasts  from   two  to  twelve  hours.      In  five 
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out  of  seventy  cases  the  larynx  was  attacked.  Sex,  age,  occupa- 
tion, and  season  of  year  seem  to  exercise  no  special  influence,  but 
the  disease  is  liable  to  recur  where  it  has  once  affected  a  part. 
The  patient  is  irritable,  and  occasionally  stupor,  drowsiness,  colic, 
and  vomiting  are  noted.  There  is  usually  no  apparent  cause  for 
the  disease,  but  heredity  has  an  influence.  In  those  who  are  pre- 
disposed, the  attack  may  be  induced  by  alcohol,  over  exertion, 
injuries,  cold,  or  excitement;  prognosis  usually  favorable;  treat- 
ment often  proves  ineffective;  quinin  has  been  of  service.  In 
edema  of  larynx  he  recommends  scarification.  As  to  the  nature 
of  this  disease  opinions  differ,  the  majority  regard  it  as  an  angio- 
neurosisj  others  attribute  it  to  vasomotor  disturbances,  while  some 
think  it  is  due  to  a  changed  condition  of  the  blood.  The  cause  is 
evidently  obscure,  and  probably  yet  to  be  discovered. 

Holmes  relates  an  interesting  case  of  acute  local  edema  in  the 
Boston  Medical  and  Surgical  Journal,  in  May,  1891. 

The  literature  upon  this  subject  is  ample.  In  the  Library  of 
the  Surgeon-General's  office  there  are  two  hundred  and  fifty  titles 
of  papers  relating  to  edema  of  the  glottis,  more  than  forty  of 
which  are  upon  the  treatment  of  scalded  throat,  producing  edema. 
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Jameson  reported  thirteen  cases  of  edema  of  larynx  from  scald. 
In  answer  to  the  oft  propounded  why  this  person  is  attacked 
thus  and  so,  while  the  other  escapes?  Or,  why  the  attack  comes 
now  and  not  at  some  other  time?  I  would  say,  because  of  the  de- 
plctton  of  vital  force.  If  we  draw  from  the  bank  more  than  we 
deposit,  our  checks  will  soon  cease  to  be  honored,  or,  if  a  garri- 
son, holding  an  important  fortress,  is  reduced  in  its  guarding  and 
fighting  power  by  the  withdrawal  of  a  considerable  portion  of  the 
force,  the  body  of  troops  may  be  so  weakened  that  an  ever  watch- 
ful and  eager  enemy  will  be  able  successfully  to  assail  the  works, 
making  a  breach  in  the  wall,  of  course  at  the  weak  point.  There 
is  always  a  relatively  weak  part,  and  no  man  or  machine  is  ever 
stronger  than  the  most  defective  portion.  The  chain  will  break 
at  its  weakest  link.  This  may  be  trite  truth,  but  it  serves  to 
illustrate  what  I  mean  by  a  depletion  of  vital  force  and  helps  to 
make  clear  the  oft-obscure  causes  of  disease.  It  explains  condi- 
tions otherwise  seemingly  inexplicable.  There  is  no  spontaneous 
generation  of  pathological  conditions.  A  reason  exists  for  each 
attack  of  edema  of  the  larvnx,  however  obscure  and  difficult  to 
discover. 


ACUTE  OTITIS  MEDIA  AS  A  COMPLICATION  OF 

TYPHOID  FEVER. 


BY   D.    A.    HEXGST,    M.  D. 


Inflammation  of  the  middle  ear  very  rarely  occurs  as  a  primary 
disease;  it  occurs  niore  frequently  in  a  secondary  form,  or  as  a 
complication  or  sequela  of  some  other  disease.  That  is  a  more 
frequent  complication  of  typhoid  fever  than  is  generally  supposed, 
I  shall  endeavor  to  demonstrate  in  this  paper. 

When  we  take  into  consideration  the  intimate  relationship  be- 
tween the  mucous  membrane  of  the  nose  and  nasopharynx,  the 
Eustachian  tube  and  middle  ear,  and  the  convenient  pathway  for 
bacteria  from  the  throat  or  other  parts  of  the  respiratory  system 
through  the  Eustachian  tube  to  the  tympanic  cavity,  it  is  not  sur- 
prising that  the  proportion  of  cases  is  as  large  as  it  is. 

Catarrhal  inflammation  of  the  fauces  and  the  pharynx  occurs 
in  a  large  number  of  cases  of  typhoid  fever,  and  frequently  gives 
rise  to  a  great  deal  of  difficulty  in  swallowing.  It  is  observed 
more  frequently  in  some  epidemics  than  in   others;   sometimes  it 
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occurs  so  frequently  that  some  writers  have  regarded  it  as  a  symp- 
tom rather  than  a  complication  of  the  disease.  When  this  inflam- 
mation extends  through  the  Eustachian  tube  to  the  middle  ear  it 
may  give  rise  to  temporary  deafness,  which  usually  passes  off  as 
inflammation  subsides,  or  it  may  develop  into  a  suppurative  otitis 
and  lead  to  caries  of  the  petrous  portion  of  the  temporal  bone. 

In  order  to  gather  some  statistics  on  the  subject,  I  sent  circu- 
lar letters  to  a  number  of  prominent  general  practitioners  who  had 
large  experience  in  the  treatment  of  typhoid  fever,  and  asked  the 
following  questions: 

1.  How  many  cases  of  typhoid  fever  have  you  had  under  your 
management  ? 

2.  How  many  of  your  cases  were  complicated  by  acute  otitis 
media  ? 

3.  At  what  stage  of  the  fever  ? 

4.  Was  there  any  mastoid  involvement  ? 

5.  Results  of  the  otitis — whether  perfect  recovery  as  to  hear- 
ing, etc.  ? 

6.  Have  you  used  large  doses  of  quinin  in  the  treatment  of 
your  cases  ? 

In  answer  to  the  first  question,  I  received  enough  replies  to 
give  me  an  aggregate  of  1228  cases  of  fever.  Out  of  this  number 
there  were  28  cases  of  acute  otitis  media  purulenta  reported. 
Transitory  pain  in  the  ear,  with  slight  deafness  for  a  few  days,  I 
did  not  take  into  consideration. 

Of  the  aggregate  number  200  cases  were  from  the  records  of 
the  Mercy  Hospital,  Pittsburg,  treated  in  the  past  two  years.  Of 
this  number  there  were  6  cases  of  purulent  acute  otitis,  and  under 
my  care.  Of  the  whole  number,  575  were  cases  from  private  prac- 
tice. Out  of  this  number  there  were  11  cases  of  otitis  media — not 
quite  two  and  a  half  per  cent.  Six  hundred  and  fifty-three  were 
hospital  cases,  with  17  cases  of  otitis,  or  a  little  more  than  two 
and  a  half  per  cent.,  making  an  average  of  all  cases  about  two  and 
a  half  per  cent.  Dr.  Osier  writes  that  during  the  six  years  ending 
May  15,  1895,  there  were  389  cases  of  typhoid  fever  in  the  Johns 
Hopkins  Hospital,  and  that  among  those  there  were  8  cases  of 
acute  otitis  media;  Dr.  Laurence  Turnbull,  that  out  of  an  approxi- 
mate aggregate  of  250  cases  of  typhoid  fever  he  has  had  4  cases  of 
purulent  otitis  media.  One  writer  replies  that  out  of  64  hospital 
cases  he  has  had  3  cases  of  otitis  media.  Very  few  general  prac- 
titioners keep  records  of  their  cases  of  typhoid  fever,  and  conse- 
quently statistics  on  the  subject  are  necessarily  meager. 
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A  number  whom  I  know  to  have  had  extensive  experience  in 
the  treatment  of  cases  of  typhoid  fever  replied  that  they  had  never 
seen  the  complication.  As  regards  the  stage  of  the  fever  when 
this  complication  is  apt  to  be  developed,  the  replies  were,  from 
the  end  of  the  second  to  the  fourth  week,  when  the  patient  is 
usually  in  a  semi-comatose  condition,  the  capillary  circulation  is 
weak  and  sluggish,  and  the  nasopharynx  is  filled  with  tenacious 
mucus  which  the  patient  is  not  able  to  expel.  The  Eustachian 
tube  becomes  filled  with  the  same,  and  as  a  consequence  the  otitis 
is  developed. 

As  regards  mastoid  involvement,  I  have  been  unable  to  gather 
any  statistics  on  the  subject;  all  the  replies  were  in  the  negative. 
Of  my  own  six  cases,  one  developed  an  acute  mastoiditis,  which, 
however,  was  promptly  relieved  by  an  early  and  free  Wilde's  inci- 
sion, more  due  to  free  bleeding  than  to  anything  else. 

As  regards  the  termination  of  the  otitis,  the  replies  were  all 
favorable — no  chronic  aural  discharge  or  impaired  hearing  re- 
sulting. 

It  will  be  understood  that  in  this  paper  I  am  not  considering 
that  form  of  deafness  produced  by  involvement  of  the  internal 
auditory  apparatus  which  is. not  uncommon  in  typhoid  fever  and 
occasionally  so  disastrous  to  the  hearing. 

As  regards  quinin,  we  all  know  that  if  it  is  given  in  very  large 
doses  it  will  produce  a  congestion  of  the  middle  and  internal  audi- 
tory apparatus,  and  thinking  that  perhaps  some  of  these  cases  of 
otitis  might  have  been  produced  by  the  administration  of  quinin 
in  very  large  doses  during  hyperpyrexia,  I  was  led  to  ask  the  ques- 
tion. The  replies  were  mostly  in  the  negative.  One  gentleman 
who  reported  175  cases  treated,  with  5  cases  of  otitis  as  a  compli- 
cation, replied  that  it  was  his  practice  to  use  large  doses  of  quinin 
during  hyperpyrexia.  Others  reported  that  quinin  was  only 
used  in  tonic  doses,  too  small  to  in  any  way  injure  the  hearing 
apparatus. 

Causes.— \vi\ow^  the  causes  of  this  complication  of  typhoid 
fever  could  be  mentioned  exposure  of  the  side  of  the  head  to  a 
cold  draught  of  air;  carelessness  in  bathing  the  patient,  using  a 
bath  of  too  low  temperature,  allowing  the  water  to  pass  into  the 
nose  or  into  the  external  ear — all  this  at  a  time  when  the  patient 
has  no  resisting  power — will  readily  set  up  an  attack  of  otitis 
media.  But  the  most  usual  mode  of  invasion  is  by  extension  of 
the  inflammation  from  the  mouth  and  nasopharynx  through  the 
Eustachian  tube  to  the  tympanum,  and  whenever  this  inflamma- 
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tion  is  present  in  the  nasopharynx  the  patient  is  in  constant  dan- 
ger of  otitis.  That  it  is  of  a  microbic  origin  has  been  demon- 
strated. Dr.  Gorham  Bacon,  in  his  article  on  Acute  Otitis  Media, 
in  Burnett's  "  System  of  Diseases  of  the  Xose,  Throat,  and  Ear," 
mentions  the  fact  that  Xetter  of  Paris,  has  discovered  four  dis- 
tinct forms  of  acute  otitis  media. 

First.  That  due  to  the  pyogenic  streptococcus  of  Netter, 
Zaufal,  Moos,  Hoist,  and  Dunin. 

Secondly.  That  caused  by  the  pneumococcus  of  Fraenkel, 
also  recognized  by  Netter,  Zaufal,  and  others. 

Thirdly.  That  caused  by  the  pneumobacillus  of  Friedlander 
and  Zaufal. 

Fourthly.  Otitis  associated  with  the  presence  of  the  pyogenic 
staphylococcus. 

Also,  that  Xetter  has  found  the  Staphylococcus  aureus  associ- 
ated with  the  streptococcus  or  the  pneumococcus  in  four  cases  of 
acute  otitis  media. 

In  typhoid  fever,  and  especially  during  the  third  or  fourth 
week,  when  the  secretions  of  the  nose  and  nasopharynx  are  in  an 
abnormal  condition,  these  microbes  multiply  very  rapidly,  and  it 
is  therefore  of  the  highest  importance  that  the  nose  and  nasophar- 
ynx be  kept  thoroughly  antiseptic. 

Symptoms. — There  are  deep-seated  pain  and  tenderness  on 
pressure  below  the  auricle,  a  feeling  of  fulness,  pulsation  and,  in 
some  cases  tinnitus.  On  examination  of  the  membrana  tympani, 
vascular  injection,  especially  along  the  handle  of  the  malleus,  and 
in  some  cases,  though  not  in  every  one,  bulging  of  the  membrana 
tympani.     There  is  also  more  or  less  well-marked  deafness. 

In  some  cases  of  typhoid  fever  there  is  a  neuralgic  condition 
of  the  middle  ear  in  which  the  pain  is  very  severe.  Acute  otitis, 
however,  can  be  distinguished  from  this  by  the  want  of  conges- 
tion of  the  membrana  tympani  in  neuralgia,  absence  of  pain  on 
deep-seated  pressure  below  the  auricle,  and  the  absence  of  other 
signs  as  recognized  by  the  speculum.  Neuralgic  pain  is  also  of  a 
more  paroxysmal  nature.  Very  often,  on  account  of  the  semi- 
comatose condition  of  the  patient,  the  disease  is  not  recognized 
until  there  is  a  rupture  of  the  membrana  tympani,  and  the  conse- 
quent discharge  of  pus.  This  rupture,  as  in  acute  otitis  from 
other  causes,  may  occur  in  a  few  hours  after  seizure,  but  more 
frequently  it  occurs  after  the  pain  and  other  symptoms  have  lasted 
two  or  three  days.  If  the  membrana  tympani  is  examined  before 
the  rupture  takes  place,  bulging  and  excessive  congestion  of  the 


122  American  Laryngo logical,  Rhinological,  and  Otological  Society. 

membrana  will  be  noticed.  If,  after  the  rupture,  the  pus  is  care- 
fully syringed  away,  the  ruptured  spot,  which  we  find  in  the  pos- 
terior part  of  the  membrane,  above  the  center  and  near  the  outer 
wall  of  the  meatus,  can  generally  be  seen.  This  is  where  it  usu- 
ally occurs,  and  is,  therefore,  not  difficult  to  heal  if  properly 
treated.  We  are  all  aware  that  we  very  seldom  see  a  case  of 
chronic  purulent  otitis  which  is  attributed  to  typhoid  fever  as  the 
cause.  Should  this  rupture  occur  in  Shrapnell's  membrane,  the 
prognosis  as  regards  cure  would  be  a  more  serious  matter. 

Inflammation  of  the  mastoid  process,  as  in  all  other  cases  of 
median  otitis,  is  merely  an  extension  of  the  suppurative  process 
from  the  middle  ear,  and  is  a  very  rare  complication  if  the  primary 
otitis  is  properly  managed. 

Treatment. — As  the  object  of  this  paper  is  to  discuss  the  fre- 
quency of  acute  otitis  as  a  complication  of  typhoid  fever,  a  few 
words  in  regard  to  treatment  will  be  all  that  is  necessary.  If  the 
case  is  seen  during  the  early  or  hyperamic  stage,  it  is  my  custom 
to  apply  a  leech  in  front  of  the  tragus;  or,  if  the  pain  extends  to 
the  mastoid,  it  may  be  applied  in  that  region.  In  addition,  the 
instillation  into  the  ear  of  a  warm  solution  of  boric  acid,  or  gently 
syringing  the  ear  with  the  same,  may  be  followed  by  prompt  re- 
lief, and  in  many  cases  prevent  suppuration.  In  some  of  my  cases 
the  uses  of  cold  water  through  the  Leiter  coil  has  been  beneficial. 
The  ear  should  be  frequently  examined,  and  as  soon  as  the  bulg- 
ing of  the  drumhead  is  found  it  should  be  incised;  after  this,  the 
secretion  should  be  forced  out  by  the  Politzer  method;  this  should 
be  done  at  frequent  intervals,  and,  in  addition,  the  nose  and  naso- 
pharynx should  be  thoroughly  sprayed  with  a  warm  saturated  so- 
lution of  boric  acid  in  all  cases  where  the  patient  is  not  too 
comatose  to  prevent  its  use.  In  most  of  the  cases  the  discharge 
will  cease  in  a  few  days  with  this  kind  of  treatment;  if  not, 
then,  after  thoroughly  cleansing  and  drying  the  ear,  the  insuf- 
flation lightly  of  boric  acid,  or  some  other  of  the  antiseptic  pow- 
ders, will  usually  result  in  a  cure'. 

My  studies  have  led  me  to  believe  that  very  few  cases  of 
acute  otitis  media,  when  complicating  typhoid  fever,  terminate 
unfavorably — that  is,  in  nearly  all  cases  perfect  hearing  is  the 
result;  also,  that  mastoiditis  is  very  rare,  unless  the  case  is  not 
properly  treated  during  its  earlier  stage;  and  that  in  all  cases 
of  typhoid  fever  the  condition  of  the  nose  and  nasopharynx  should 
be  carefully  examined  at  frequent  intervals,  and  kept  thoroughly 
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antiseptic  by  either  a  mild  bichlorid  of  mercury  or  saturated 
solution  of  boric  acid,  used  with  the  atomizer,  if  the  condition  of 
the  patient  is  such  as  to  make  it  possible. 


MASTOID    AND    INTRACRANIAL    COMPLICATIONS  OF 
MIDDLE-EAR  SUPPURATION. 


BV   EDWARD   BRADFORD   DEXCH,  .M.D. 


Suppurative  otitis  media  is  a  disease  with  which  we  are  all 
familiar.  Tlie  extension  of  the  inflammatory  process  either  to  the 
bony  tissue  immediately  surrounding  the  tympanum  or  to  the  con- 
tents of  the  cranial  cavity  is  not,  however,  of  such  frequent  oc- 
currence. Inflammation  of  the  mastoid  process,  while  by  no 
means  uncommon,  may  be  considered  a  rather  infrequent  com- 
plication of  middle-ear  suppuration,  while  involvement  either  of 
the  meninges  or  of  the  brain  substance  itself  is  decidedly  rare. 
The  proportion  of  these  latter  cases,  however,  is  larger  than  one 
would  at  first  suppose.  Some  time  ago  one  of  our  large  insur- 
ance companies  tried  the  experiment  of  accepting  as  good  risks 
individuals  who  had  formerly  suffered  from  suppurative  otitis 
media,  but  who  at  the  time  of  examination  gave  no  history  of  re- 
cent acute  symptoms.  The  number  of  deaths  directly  traceable 
to  aural  suppuration  was  so  large  that  the  company  was  obliged 
to  enforce  the  former  rules,  and  to  refuse  absolutely  to  insure  all 
applicants  who  gave  a  history  of  aural  suppuration.  It  has  been 
stated  that  in  every  acute  inflammation  of  the  tympanum  the 
mastoid  cells  are  involved  to  a  certain  extent.  I  am  inclined  to 
discredit  this  statement;  if  true  it  is  certainly  a  refinement  of  no 
practical  value. 

In  the  present  consideration  of  the  subject  I  shall  first  ask 
your  attention  to  the  evidences  of  mastoid  involvement  and  the 
operative  procedures  for  its  relief,  and  shall  then  consider  in  the 
same  way  the  diagnosis  and  treatment  of  the  various  intracranial 
complications,  either  of  middle-ear  suppuration  alone  or  of  this 
disease  associated  with  an  inflammation  of  the  mastoid  process. 

Mastoid  inflammation  following  either  an  acute  purulent  otitis 
or  an  acute  exacerbation  in  a  case  of  chronic  suppurative  otitis 
media  is  usually  ushered  in  by  severe  pain  in  the  mastoid  region; 
the  discharge  from  the  ear  becomes  less  profuse,  and  the  pain  in 
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the  ear  diminishes  as  the  pain  in  the  mastoid  increases.  There  is 
marked  prostration,  and  in  some  instances  a  decided  rise  in  tem- 
perature. It  should  be  emphasized,  however,  that  the  tempera- 
ture is  of  but  little  value  in  making  the  diagnosis.  If  elevated  it 
may  be  looked  upon  as  confirmatory  evidence  in  a  doubtful  case. 
The  absence  of  any  temperature  elevation  is  in  no  way  indicative 
that  the  mastoid  has  escaped  infection.  While  pain,  as  has  al- 
ready been  stated,  is  the  prominent  symptom,  I  have  not  infre- 
quently seen  cases  in  which  spontaneous  pain  was  entirely  absent, 
although  the  mastoid  process  was  extensively  involved. 

Otoscopy  affords  one  of  the  most  valuable  means  of  diagnosis. 
If  the  deeper  portion  of  the  canal  is  narrowed  by  the  sinking  of 
the  superior  and  posterior  walls,  mastoid  inflammation  almost  cer- 
tainly exists.  The  extension  of  the  infection  is  from  the  vault  of 
the  tympanum  through  the  aditus  ad  antrum  into  the  mastoid 
antrum.  Both  the  mastoid  antrum  and  the  passage  connecting 
it  with  the  tympanic  vault  lie  immediately  above  the  superior  wall 
of  the  canal,  while  the  postero-superior  wall  of  the  meatus  forms 
a  portion  of  the  floor  of  the  mastoid  antrum.  This  explains  why 
the  narrowing  of  the  deeper  portion  of  the  canal  is  almost  in- 
variably observed  in  the  early  stages  of  mastoid  involvement. 
When  this  sign  is  present  operation  is  almost  certainly  indicated, 
although  occasionally  I  have  seen  the  disease  aborted  after  the 
sign  has  made  its  appearance. 

Of  almost  equal  value  with  this  otoscopic  picture  is  the  tender- 
ness of  the  mastoid  upon  deep  pressure.  This  tenderness  is 
usually  most  marked  over  the  region  of  the  antrum,  and  is  of  cor- 
respondingly less  diagnostic  value  as  the  tip  of  the  mastoid  is  ap- 
proached. Tenderness  at  the  very  apex  of  the  process  is  of  prac- 
tically little  value,  this  sign  being  often  observed  in  perfectly 
healthy  subjects.  Two  points  demand  attention  in  discussing 
this  sign:  First,  in  palpating  the  mastoid  the  pressure  should  be 
made  so  as  to  communicate  no  motion  to  the  auricle.  If  this  pre- 
caution is  not  observed  an  error  in  diagnosis  may  occur,  and  a 
simple  circumscribed  otitis  externa  be  mistaken  for  mastoid  in- 
flammation. The  second  precaution  is  the  palpation  of  the  op- 
posite healthy  mastoid  process  in  those  cases  where  the  affection 
is  unilateral.  In  a  few  instances  in  neurotic  patients  I  have  found 
the  mastoid  upon  the  affected  side  exquisitely  tender,  although 
the  other  signs  of  mastoid  inflammation  were  wanting.  It  was 
only  upon  palpation  of  the   opposite  healthy  mastoid  that  an  in- 
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flammation  of  the  osseous  structures  could  be  excluded  with 
certainty. 

The  preceding  remarks  will  probably  serve  to  demonstrate 
clearly  that  there  is  no  certain  and  absolute  indication  of  mastoid 
inflammation.  The  best  sign  is  without  question  local  tender- 
ness, and  has  been  pointed  out  by  Gruening,  and,  with  the  nar- 
rowing of  the  fundus  of  the  canal,  this  is  sufficient  to  warrant 
operative  interference  in  the  vast  majority  of  cases. 

If  the  case  is  seen  early  enough  to  warrant  an  attempt  to 
abort  the  attack,  the  best  measure  is  undoubtedly  the  local  ap- 
plication of  cold.  The  most  convenient  method  of  doing  this  is 
by  the  use  of  either  the  Leiter  coil  or  the  Sprague  aural  ice  bag. 
This  latter  device  is  much  more  convenient  than  the  coil,  and  is, 
I  think,  equally  efficacious.  It  is  particularly  adapted  for  use  in 
private  practice.  It  should  be  remembered  that  cold  is  not  to  be 
employed  for  a  period  longer  than  forty-eight  hours  continuously; 
there  is  no  benefit  to  be  derived  if  the  coil  or  ice  bag  is  allowed  to 
remain  upon  the  mastoid  for  a  few  hours  and  is  then  removed  for 
an  interval  of  one,  two,  or  three  hours.  The  action  must  be  con- 
tinuous in  order  to  be  of  the  slightest  benefit.  If  tenderness  has 
not  entirely  disappeared  at  the  end  of  thirty-six,  or  forty-eight  hours 
at  the  most,  the  further  employment  of  cold  is  useless,  and  opera- 
tion should  be  undertaken  at  once. 

Regarding  the  gravity  of  the  mastoid  operation,  I  am  con- 
vinced that  it  has  been  greatly  overestimated.  Under  the  proper 
aseptic  precautions  the  operation  is  absolutely  free  from  danger, 
and  in  doubtful  cases  is  justifiable  as  a  means  of  diagnosis.  Too 
much  stress  cannot  be  laid  upon  the  necessity  of  absolute  asepsis, 
not  only  in  preparing  the  field  of  operation,  the  instruments,  the 
hands  of  the  operator,  etc.,  but  also  during  the  entire  progress  of 
the  operation.  The  anatomical  anomalies  met  with  in  this  region 
are  so  varied  that  the  most  expert  operator  will  occasionally  ex- 
pose the  meninges  in  the  posterior  or  middle  cranial  fossa,  oreven 
wound  the  lateral  sinus.  Such  accidents  do  no  damage  if  aseptic 
precautions  are  observed,  but  may  be  fatal  if  they  have  been 
neglected. 

Regarding  the  operative  technic,  a  free  incision  is  first  made 
extending  from  just  below  the  tip  of  the  mastoid  to  a  point  im- 
mediately above  the  superior  attachment  of  the  auricle.  This  in- 
cision should  follow  the  line  of  attachment  of  the  pinna  to  the 
side  of  the  head  and  should  not  lie  more  than  one-eighth  of  an 
inch  behind  this  line.      If  this  rule  is  observed  the  anterior  flap  is 


126  American  Laryngological,  Rhinological,  and  i)tological  Society. 

easily  turned  forward  and  the  upper  posterior  margin  of  the  bony 
meatus  exposed.  If  the  incision  is  made  further  back  consider- 
able force  is  necessary  to  expose  the  margin  of  the  bony  meatus, 
owing  to  the  thickness  of  the  anterior  flap.  The  structures  lying 
immediately  in  front  of  the  incision  are  richly  supplied  with  blood 
vessels,  and  the  tissues  for  this  reason  become  greatly  engorged 
with  blood  as  soon  as  free  hemorrhage  has  been  controlled.  This 
thickening  of  the  anterior  flap  not  only  interferes  with  the  actual 
manipulations  of  the  operator,  but  often  leads  to  considerable  de- 
formity following  the  operation.  If  the  incision  is  made  along 
the  line  advised,  the  blood  vessels  are  divided  so  close  to  the 
cartilaginous  framework  of  the  auricle  that  there  is  no  opportunity 
for  thickening  of  the  anterior  flap  from  engorgement.  After 
division  of  the  soft  parts  of  the  bone  the  periosteum  elevator  is 
used  to  separate  the  anterior  flap  from  the  underlying  bone;  the 
posterior  flap  may  also  be  pushed  backward  in  the  same  way. 
Retractors  are  then  introduced,  leaving  the  field  of  operation 
perfectly  exposed. 

Even  where  the  mastoid  appears  to  be  but  slightly  involved  it 
has  been  my  custom  to  remove  the  entire  cortex  and  explore  every 
pneumatic  space  in  each  case.  This  may  seem  unnecessary,  but 
I  have  frequently  found  the  cells  lying  at  the  tip  of  the  mastoid 
process  filled  with  pus,  while  those  lying  above  contained  no  pus 
at  all,  but  were  simply  congested.  The  tip  of  the  mastoid,  then, 
is  to  be  removed  in  every  instance.  After  the  primary  incision 
has  been  made  and  hemorrhage  controlled,  the  next  procedure 
should  be  to  clear  the  tip  of  the  mastoid  of  the  insertion  of  the 
sternomastoid  muscle,  so  that  the  finger  can  be  passed  around  the 
tip  into  the  digastric  fossa.  This  is  best  done  by  means  of  blunt 
scissors,  curved  on  the  flat,  which  are  pressed  closely  against  the 
bone  and  made  to  divide  the  insertion  of  the  muscle  into  the 
mastoid  apex.  After  the  tip  has  been  thoroughly  cleared  the 
operator  should  then  proceed  to  explore  the  pneumatic  cells  by 
removing  the  cortex,  the  invariable  rule  being  to  gain  access  to 
the  antrum  as  the  first  step.  If  the  cortex  has  been  perforated 
spontaneously  the  antrum,  may  be  entered  by  enlarging  this  open- 
ing. If  the  probe  does  not  pass  freely  through  this  perforation 
into  the  mastoid  antrum,  but  takes  the  opposite  direction  and 
passes  downward  toward  the  tip  of  the  process  in  the  direction  of 
the  digastric  fossa,  the  rule  is  still  the  same,  and  the  first  aim 
should  be  to  enter  the  antrum,  in  spite  of  the  fact  that  the  sinus 
through  which  the  pus  has  escaped  leads  away  from  this.      In  at- 
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tempting  to  enter  this  large  pneumatic  space  the  operator  is 
liable  to  open  either  into  the  middle  cranial  fossa  if  the  opening 
is  made  too  high  up,  or  to  expose  or  o|)en  the  lateral  sinus  if  the 
cortex  is  removed  too  far  behind  the  posterior  wall  of  the 
meatus.  The  landmark  to  the  antrum  is  the  curved  outline  of  the 
postero-superior  margin  of  the  bony  meatus.  If  two  lines  be 
drawn,  one  horizontal  tangent  to  the  superior  margin  of  the 
meatus,  and  the  second  vertical  tangent  to  the  posterior  margin, 
their  point  of  intersection  will  be  the  apex  of  a  triangle,  the  base 
of  which  is  formed  by  the  curvilinear  outline  of  the  entrance  of 
the  bony  canal  included  between  the  points  of  tangency  of  these 
two  lines.  This  triangle  lies  immediately  over  the  antrum,  and 
the  deepest  portion  of  the  opening  should  always  lie  within  this 
triangle. 

At  this  late  day  nothing  need  be  said  of  the  advantages  which 
the  chisel  possesses  as  an  instrument  for  entering  the  antrum,  as 
compared  with  the  drill  formerly  used.  By  removing  the  cortex 
with  the  chisel  or  gouge,  layer  by  layer,  the  entire  field  of  opera- 
tion can  be  seen,  and  even  the  deepest  portions  of  the  opening  in 
the  bone  are  sufficiently  accessible  to  enable  the  surgeon  to  con- 
trol severe  hemorrhage  if  the  sinus  is  accidentally  opened,  and  to 
proceed  with  the  operation.  Formerly  the  opening  of  this  large 
venous  channel  compelled  the  operator  to  abandon  the  operation, 
and  the  fatal  termination  was  due  usually  to  the  fact  that  the 
patient  had  not  been  relieved  of  the  condition  from  which  he 
had  been  suffering,  rather  than  because  the  sinus  had  been  ac- 
cidentally opened. 

After  the  antrum  has  been  entered  the  curette  is  freely  used 
and  all  carious  bone  is  removed.  The  entire  pneumatic  structure 
is  obliterated  by  means  of  the  curette  and  rongeur  forceps,  the 
tip  of  the  mastoid  being  taken  away.  Particular  care  should  be 
taken  to  thoroughly  remove  by  means  of  the  curette  all  softened 
bone  from  the  channel  leading  from  the  antrum  to  the  tympanic 
vault,  as  otherwise  free  drainage  through  the  artificial  opening  will 
not  be  established,  and  although  the  mastoid  symptoms  may  be 
relieved  a  purulent  otitis  often  remains  after  recovery  from  the 
operation.  After  the  softened  bone  has  been  thoroughly  removed 
the  larger  vessels  are  secured  by  catgut  ligatures,  and  the  cavity 
in  the  bone  alone  is  packed  with  iodoform  gauze.  The  edges  of 
the  wound  are  allowed  to  fall  together,  except  at  the  lower  angle 
of  the  incision,  where  they  are  separated  by  the  end  of  the  strip 
of  gauze  used  to  pack  the  bone  cavity.      A  narrow  strip  of  iodo- 
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form  gauze  is  also  inserted  into  the  external  auditory  canal,  care 
being  taken  to  carry  it  as  far  as  the  drum  membrane;  in  this 
way  any  small  accumulation  of  fluid  draining  through  the  per- 
foration in  the  tympanic  membrane  is  absorbed,  and  infection 
of  the  meatus  is  avoided.  Both  the  ear  and  the  artificial 
wound  are  covered  with  a  thick  antiseptic  dressing,  which  is 
left  in  position  for  four,  five,  or  six  days,  unless  pain  or  an 
elevation  of  temperature  indicates  the  necessity  for  its  re- 
moval. 

The  deformity  which  is  so  often  spoken  of  as  following  an 
operation  upon  the  mastoid  process  is  not  observed  in  these  cases. 
The  cicatrix  lies  close  to  the  auricle  in  the  line  of  auricular  at- 
tachment. If  the  suggestions  given  above  are  followed  in  regard 
to  the  dressing  of  the  wound,  most  of  these  patients  are  able  to 
go  about  in  from  six  to  eight  days  after  the  operation,  the  later 
dressings  being  held  in  position  by  a  firm  pad  simply.  If  the 
wound  is  kept  open  throughout  its  entire  extent  healing  is  much 
less  rapid,  and  the  patient  is  oblighed  to  wear  a  large,  cumber- 
some dressing  for  a  considerable  period.  In  support  of  the  state- 
ment, made  earlier  in  the  paper,  that  the  mastoid  operation  is 
comparatively  free  from  danger,  I  would  say  that  of  107  cases 
upon  which  I  have  operated  but  five  have  terminated  fatally,  and 
in  none  of  these  was  death  at  all  traceable  to  the  operation.  In 
three  instances  meningitis  had  undoubtedly  developed  before 
surgical  interference  was  instituted,  while  in  two  cases  the  fatal 
termination  was  undoubtedly  due  to  cerebral  abscess. 

The  unintentional  opening  of  the  cranial  cavity,  exposing 
either  the  meninges  of  the  middle  fossa  or  the  lateral  sinus,  or 
even  the  wounding  of  this  large  blood  channel,  are  accidents 
which  in  no  way  increases  the  danger  to  the  patient,  provided,  of 
course,  proper  aseptic  precautions  have  been  observed.  In  a 
number  of  my  cases  the  lateral  sinus  was  exposed,  and  on  one  or 
two  occasions  it  was  accidentally  wounded;  no  untoward  result 
followed,  and  the  cases  went  on  to  complete  recovery.  The  same 
can  be  said  of  the  accidental  opening  of  the  cranial  cavity  in  other 
situations.  If  severe  hemorrhage  should  follow  a  wound  of  the 
sinus  it  can  easily  be  controlled  by  introducing  a  strip  of  iodoform 
gauze  and  applying  firm  pressure  for  a  short  time.  If  it  is  neces- 
sary to  plug  the  entire  wound  in  order  to  stop  the  hemorrhage  the 
operation  may  be  delayed  for  a  few  moments;  the  tampon  is  then 
removed  cautiously,  and  if  the  hemorrhage  persists  a  small  pledget 
of  gauze,  held  in  position  by  the   finger  of  an  assistant,  will  then 
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be  sufficient  to  control  it,  and  the  operator  may  proceed  to  com- 
plete the  operation. 

When  we  consider  the  intracranial  complications  of  middle- 
ear  suppuration  we  should  bear  in  mind  that  they  may  result  from 
direct  infection  from  the  middle  ear,  the  mastoid  process  remain- 
ing uninvolved  throughout.  Much  more  frequently,  however,  in- 
fection of  the  mastoid  process  precedes  the  intracranial  involve- 
ment. The  lateral  sinus  is  the  channel  through  which  infection 
most  usually  takes  place  in  cases  complicating  mastoid  disease, 
and  the  formation  of  thrombus  within  its  lumen  is  not  an  un- 
common complication  of  severe  middle-ear  and  mastoid  inflam- 
mation. The  signs  of  intracranial  inflammation  are  unfortunately 
obscure  in  many  cases,  and  the  diagnosis  is  therefore  uncertain  in 
the  early  stages.  The  symptoms  of  a  diffuse  meningitis  are  so 
well  known  that  they  need  not  be  dilated  upon  here.  They  are, 
as  you  remember,  headache,  photophobia,  vomiting,  and  a  per- 
sistent high  temperature.  When  the  meningitis  is  localized, 
forming  an  epidural  abscess,  the  headache,  instead  of  being 
general,  is  localized.  The  skull  is  frequently  tender  to  pressure 
immediately  over  the  purulent  focus,  and  the  temperature  is  not 
very  much  elevated.  These  cases  ordinarily  have  a  temperature 
ranging  from  100  to  101.5'  F.  As  the  collection  increases  in 
size  certain  localizing  symptoms  may  make  their  appearance,  al- 
though these  are  often  wanting.  A  collection  of  pus  within  the 
cerebral  substance,  or  brain  abscess,  frequently  gives  rise  to 
symptoms  only  after  it  has  existed  for  a  long  time;  cases  where 
the  symptoms  are  acute  are  the  exception  rather  than  the  rule. 
The  temperature  in  a  large  majority  of  cases  is  not  elevated  above 
99^  F.,  and  is  often  subnormal.  The  pain  is  not  severe,  but  the 
patient  is  usually  sleepless  and  complains  of  a  dull  feeling  about 
the  head  rather  than  of  acute  pain.  The  general  condition  of  the 
patient  becomes  steadily  impaired,  the  mind  becomes  dull,  and  in 
the  later  stages  localizing  symptoms  may  make  their  appearance. 
In  these  chronic  cases  the  failure  of  the  patient  to  improve,  in 
spite  of  the  fact  that  no  definite  cause  can  be  assigned  for  the 
general  asthenia,  should  always  excite  suspicion,  and,  with  the 
headache,  sleeplessness,  and  low  temperature,  operative  inter- 
ference is  justifiable  in  the  absence  of  more  definite  indications. 

When  the  process  is  acute  a  purulent  collection  within  the 
brain  substance  is  characterized  by  considerable  temperature 
elevation,  the  symptoms  being  identical   with   those   caused    by 
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an  acute  abscess  in  any  other  portion  of  the  body.      These  cases, 
as  already  stated,  are  comparatively  rare. 

Where  the  lateral  sinus  is  involved  the  evidence  is  much  more 
certain.  The  temperature  suddenly  rises  to  from  104°  to  106° 
F.  There  are  rigors,  followed  by  profuse  sweating,  and  in  a  few 
hours  the  temperature  falls  spontaneously  to  normal.  During 
the  febrile  movement  delirium  is  often  observed,  but  during  the 
intermission  the  patient  is  perfectly  rational  and  seldom  com- 
plains of  pain.  If  there  is  an  extension  of  such  a  thrombus  into 
the  internal  jugular  vein,  pressure  along  the  anterior  border  of  the 
sternomastoid  muscle  elicits  tenderness.  In  some  cases  the  oc- 
cluded vessel  can  be  felt  as  a  hard,  cord-like  body  running  along 
the  anterior  border  of  the  muscle.  If  unrelieved  general 
systemic  infection  follows  rapidly  in  these  cases  and  ultimately 
causes  the  death  of  the  patient. 

It  is  to  be  remembered  that  these  intracranial  complications 
are  almost  invariably  fatal  unless  relieved  by  surgical  inter- 
ference, and  that  a  favorable  termination  in  any  case  will  depend 
largely  upon  how  early  the  operation  is  performed.  At  the  present 
day  no  one  should  hesitate  to  enter  the  cranial  cavity  for  purposes 
of  exploration  in  a  doubtful  case.  Where  the  patient  is  in  good 
general  condition  such  an  operation,  if  carefully  conducted  and 
completed  within  a  moderate  amount  of  time,  does  not  augment 
the  danger.  On  the  other  hand,  if,  after  opening  the  cranial 
cavity,  we  are  able  to  evacuate  a  collection  of  pus,  to  remove  a 
focus  of  general  infection,  or  to  prevent  the  extension  of  a  be- 
ginning meningitis,  the  patient's  life  will  be  saved.  As  mentioned 
above,  the  symptoms  of  involvement  of  the  lateral  sinus  are 
usually  so  characteristic  as  to  be  recognized  quite  easily.  Here 
the  surgeon  should  never  hesitate  to  expose  the  sinus  at  once, 
and,  upon  finding  it  occluded,  to  open  it  and  to  remove  the  clot  by 
means  of  the  curette  until  free  hemorrhage  takes  place  from  each 
end  of  the  wound  in  the  sinus.  The  cavity  is  then  to  be  packed 
with  iodoform  gauze  and  the  wound  dressed  aseptically. 

A  brief  history  of  a  case  of  this  character  recently  operated 
upon  will  demonstrate  the  truth  of  these  statements.  The  patient 
was  a  young  man  of  eighteen,  who  had  suffered  some  five  years 
previously  from  a  suppurative  otitis.  From  this  time  the  ear 
gave  no  trouble  until  about  five  days  before  he  came  under  ob- 
servation. He  then  had  severe  pain  in  the  ear,  gradually  extend- 
ing backward  to  the  mastoid  region,  dizziness,  and  nausea.  There 
had  been  a   slight  discharge   from  the  ear,   but   examination  re- 
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vealed  that  drainage  through   the  canal  was  imperfect.     As  the 
mastoid  process  was  not  very  tender,  and  as  the  temperature  was 
only  loi''  F.,  I  contented    myself   with  incising  the  drum  mem- 
brane freely  and  applying  cold  to  the   mastoid,  hoping  to  abort 
extension  in  this  direction.      About  twelve  hours  later  the  patient 
had  a  pronounced  chill,   the  temperature   rose  to    105.8'  F.,  and 
there  was  intense  headache  and  mild  delirium.      The  temperature 
fell  in  the  course  of  a  few  hours  to  99"  F.,    and  then  again  began 
to  rise,   although   the   other    constitutional  symptoms  were   less 
severe.      I  operated  immediately  by  making  a  free  incision  from 
the  tip  of  the  mastoid  process  upward  to  a  point  above  the  super- 
ior insertion  of  the  auricle.      This  incision  was  about  an  inch  be- 
hind the  line  of  auricular  attachment,   for  the  reason   that  I  ex- 
pected to  expose  the  sinus  immediately  after  entering  the  mastoid 
antrum,  and  consequently  it   was  necessary  to   make  the  incision 
further  backward  than  in  a  simple  mastoid  operation.   The  lateral 
sinus,  you  will  bear  in  mind,  lies  about  half  an   inch  behind  the 
posterior  margin  of  the  bony  meatus.      By  means  of  the   chisel 
the  cortex  of  the  mastoid  was  removed,  and  the  antrum  entered. 
The  internal  wall  of  the  antrum   was  found  to  be  completely  de- 
stroyed, the  meninges  being  exposed  at  the  bottom  of  the  wound. 
There  was  a  collection  of  pus  covering  the  exposed  meninges. 
The  bone  was  rapidly  removed  by  means  of  the  rongeur  forceps, 
and  the  sinus  brought  into  view;  it  contained  absolutely  no  fluid. 
I  then    incised  the  sinus  longitudinally,   removing  a  firm  clot  by 
means   of  the  curette,  and  then  removed  the  bone  covering  the 
sinus,    first  downward  to   within    one-quarter  of   an   inch   of    the 
jugular  bulb.      The  sinus  was  then  opened  through  the  entire  ex- 
tent of  the  opening  in  the  bone.      By  means  of  the  curette  a  firm 
fibrinous  clot  was  removed,   and  a  probe  passed   downward  into 
the  jugular  bulb  caused  a  free  hemorrhage,  thus  showing  that  the 
channel  was  free  below.     This  portion  of  the   wound  was  then 
plugged  with  gauze  and  the  bone  removed  in  the  opposite  direc- 
tion toward  the   torcular   Herophili;  the  sinus  was  laid   open  in 
this  direction  also  and  the  curette  used  until  free  hemorrhage  fol- 
lowed.    The   entire  wound   was  then  packed   with  gauze  and  an 
antiseptic  dressing  applied.      The   patient  was  discharged   from 
the  hospital  two  weeks  after  the  operation,    and  at  no  time  after 
the  removal  of  the    clot  did   the   temperature  rise   above  99""  F. 
The    patient  is  now  perfectly   well.      Here    the   indications    for 
operation  did  not  admit  of  any  misinterpretation;  in  the  follow- 
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ing  case,  however,  the  operation  was  undertaken  purely  for  pur- 
poses of  exploration,  and  yet  the  result  was  equally  good. 

The  patient  was  a  man,  about  sixty  years  of  age,  who  had 
suffered  from  a  double  purulent  otitis  about  twenty  years  before. 
The  ears  had  practically  given  rise  to  but  little  trouble  until 
about  five  weeks  before  I  saw  him,  when  he  was  suddenly  seized 
with  vertigo  so  intense  that  he  was  obliged  to  leave  his  work  and 
go  to  bed.  After  the  dizziness  had  somewhat  passed  away  he 
began  to  have  severe  pain  in  his  left  ear.  This  pain  soon  began 
to  radiate  over  the  entire  left  side  of  the  head,  but  was  always 
most  marked  in  the  left  temporal  region.  Although  the  dizziness 
had  largely  disappeared  when  I  first  saw  him,  the  pain  was  intense, 
and  the  left  temporalregion  was  exceedingly  tender  upon  pressure. 
He  consulted  me  upon  the  advice  of  Dr.  J.  A.  Booth  of  this  city, 
who  believed  the  pain  was  caused  by  some  intracranial  inflamma- 
tion secondary  to  the  purulent  otitis,  and  that  the  vertigo  had 
also  been  of  otitic  origin.  After  eliminating  all  other  causes  for 
this  pain  it  was  decided  by  Dr.  Booth  that  an  exploratory  opera- 
tion was  indicated.  The  man  entered  my  service  at  the  hospital 
and  the  operation  was  performed.  During  the  two  days  previous 
to  the  operation  the  giddiness  had  returned  and  was  so  severe 
when  I  operated  that  it  was  impossible  for  him  to  walk  without 
assistance.  During  this  period  he  had  also  developed  a  remittent 
temperature,  fluctuating  between  101°  and  104'  F.  As  we  were 
entirely  at  a  loss  to  locate  the  lesion,  I  at  first  explored  the 
middle  cranial  fossa,  making  the  incision  from  the  tip  of  the 
mastoid  upward,  behind  the  ear,  and  then  forward  nearly  to  the 
external  angular  process  of  the  frontal  bone.  This  enabled  me  to 
turn  down  a  large  curved  flap  and  to  expose  the  squamous  portion 
of  the  temporal,  the  margin  of  the  bony  meatus,  and  the  region 
of  the  lateral  sinus.  In  doing  exploratory  operations  I  much 
prefer  this  incision  to  any  other,  as  it  allows  the  operator  to  ex- 
plore the  cranial  cavity  in  several  places  successively,  and  to  do 
this  with  great  rapidity.  The  squama  was  easily  perforated  by 
means  of  the  chisel,  and  the  opening  enlarged  by  cutting  forceps. 
The  meninges  were  in  a  state  of  acute  inflammation,  the  inflam- 
mation being  more  intense  as  the  roof  of  the  tympanum  was  ap- 
proached. A  probe  passed  along  the  roof  of  the  tympanum,  be- 
tween the  dura  and  the  bone,  revealed  some  roughness  in  this 
region,  and  was  attended  by  the  escape  of  a  large  amount  of 
serous  fluid.  A  dural  flap  was  then  reflected  and  the  cerebral 
substance  punctured  in  various  directions  by  means  of  an  explor- 
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ing  needle,  but  no  pus  was  found.      As  the  temperature  made  me 
suspicious  of  sinus  thrombosis,  I  rapidly  removed  the  bony  cover- 
ing of  this  vessel,  but  upon  exposure  it  was  found  to  be  normal. 
The  mastoid  antrum  was  not  ojiened,    for  the  reason  that  there 
was  perfect  drainage  through  the  external  auditory  meatus,  and  a 
probe  could  be  passed  through  the  canal  upward  into  the  tympanic 
vault  and  toward  the  antrum  without  any  difficulty,  showing  that 
there  was  no  retention  of  pus  in  this  region.     The  dural  flap    was 
replaced  and  held  in  position  by  interrupted  sutures.     The  epi- 
dural  space   over  the    tympanic  roof  was  packed  with  iodoform 
gauze,     and    the    exposed   dura    covered  by    folds  of   the  same 
material.      The   two  extremities  of  the  cutaneous  incision  were 
brought  together  by  interrupted  sutures,  the  central  jiortion  of  the 
wound  being  allowed  to  remain  open,  thus  affording  free  access  to 
the  middle  cranial  fossa  and  to  the  lateral  sinus.     The  usual  anti- 
septic dressing  was  then  applied.      The   case   made  an  uninter- 
rupted recovery  and  was  discharged  about  five  weeks  after  opera- 
tion.    There  was  no  rise  of  temperature,  and  the  history  was  one 
of  uninterrupted   improvement    from  the  time  operative  interfer- 
ence was  instituted.      Nothing,   I  think,  shows  more  clearly  than 
this  case  how  little  we  have  to  fear  from  an  exploratory  operation. 
It  also  proves  that  we  may  prevent  tlie  generalization  of  a  menin- 
gitis, provided  the  operation  is   performed  sufficiently  early.      In 
other  words,  we  limit  the   infection  to  the  immediate  vicinity  of 
its  source,  as  is  done  by  Nature  in   the  formation  of  an  epidural 
abscess. 

DISCUSSION. 

Dr.  R.  C.  MvLES  said  that  during  the  last  few  years  he  had 
been  studying  this  subject,  and  had  operated  between  one  and  two 
hundred  times  on  the  cadaver.  The  points  made  regarding  the 
method  of  making  an  incision  and  reaching  the  antrum  were  par- 
ticularly valuable.  He  raised  the  question  as  to  whether  we 
should  chisel  at  the  upper  level  of  the  osseous  margin  or  at  the 
center.  His  plan  was  not  to  destroy  the  upper  posterior  part,  but 
to  expose  the  cells  just  posterior  to  the  osseous  canal,  and  extend 
the  opening  in  a  spiral  manner  upward,  inward,  and  forward 
through  the  antrum  into  the  attic.  The  approach  to  the  lateral 
sinus  could  usually  be  determined  by  the  great  hardness  of  the 
bone  and  the  bluish  color  of  the  part. 

Dr.  W.  B.  Johnson  said  that  there  were  times  when  it  was 
very  difficult  to  secure  absolute  asepsis.  He  had  been  greatly  in- 
terested in  the  case  of  leptomeningitis  which  had  recovered  afte 
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operation,  yet  he  felt  that  it  would  be  extremely  rare  for  recovery 
to  follow  in  cases  in  which  meningitis  or  cerebral  abscess  existed 
prior  to  the  operation. 

Dr.  R.  FR()rHiX(;HA.M  (New  York)  remarked  that  some  very 
good  operators  still  used  the  drill,  and  that  it  could  hardly  be 
classed  as  a  "relic  of  barbarism."  Neither  did  he  think  that, 
even  if  all  aseptic  precautions  are  carried  out,  surgeons  can  feel 
safe  if  they  accidentally  expose  or  enter  the  lateral  sinus  or  cere- 
bral cavity, as  when  they  confine  their  operations  to  the  mastoid  cells. 

Dr.  Dexch  in  closing  the  discussion,  said  that  some  operators 
used  the  burr,  but  that  this  was  employed  for  a  very  different  pur- 
pose from  that  for  which  the  drill  was  used  by  the  earlier  opera- 
tors. The  object  in  the  old  "drill  operation"  was  to  simply 
enter  the  antrum  through  the  cortex,  no  attempt  being  made  to 
remove  the  carious  bone. 

Dr.  Arthur  G.  Root  (Albany)  presented  a  Case  of  Bilateral 
Hemorrhage  from  the  Labyrinth  through  the  External  Auditory  Canal 
due  to  Cranial  Fracturf. 

On  November  4,  1895,  the  patient  was  working  on  a  scaffold 
about  fourteen  feet  from  the  ground.  This  suddenly  gave  way, 
and  he  fell  on  his  forehead.  When  found  he  was  not  unconscious, 
but  was  unable  to  rise.  He  was  bleeding  from  a  contused  wound 
on  the  right  side  of  his  forehead,  and  no  fracture  was  found. 
Soon  after  arriving  at  hospital  he  became  unconscious,  vomited, 
and  soon  sero-bloody  fluid  escaped  from  the  ear  and  from  the  nose. 
He  says  when  he  fell  his  hearing  left  him.  Remained  in  bed  for 
about  fourteen  days;  was  semi-unconscious  for  about  forty-eight 
hours.  He  complained  of  severe  headache  for  first  week.  This 
headache  was  principally  located  in  the  occipital  region,  and  back 
of  neck;  it  then  became  spasmodic.  He  complained  of  cold  feet 
most  of  the  time.  Every  time  he  rose  in  bed  he  became  dizzy. 
After  second  week  he  sat  up  some,  but  was  not  able  to  get  about 
much.  He  slept  continually,  breathing  stertoriously.  Toward 
the  last  he  would  awaken,  and  complained  of  troubled  dreams  he 
had  while  asleep.  At  present  he  has  buzzing  in  the  ears,  like 
waves  of  water  and  steam.  When  these  noises  stop  he  hears 
vibrations  as  of  a  train  of  cars.  The  principal  features  of  interest 
are  that  the  loss  of  hearing  is  absolute  upon  both  sides;  further, 
there  seems  to  have  been  at  no  time  any  involvement  of  either 
facial  nerve. 

Diagnosis:  Fracture  at  base,  with  hemorrhage  into  the  laby- 
rinth upon  both  sides. 


Apex   Catarrh  Siiiiulatitti;  Xasal   Trouble.  135 


REPORT  OF  A    CASE    OF  APEX    CATARRH    SIMULAT- 
ING NASAL  TROUBLE. 


BY    HOWARD    S.     STRAKiHT.     M.D. 


June  II,  1S94,  a  young  woman,  aged  twenty-two  years,  con- 
sulted me  as  to  a  nasal  difficulty.  Until  within  a  short  time  she 
had  never  had  any  trouble  with  her  nose  or  throat.  For  a  few 
weeks  she  had  been  troubled  with  stuffiness  in  the  nose  and  an  in- 
ability to  breathe  through  her  nose  continuously.  From  a  careful 
incjuiry  as  to  her  history,  little  of  importance  could  be  obtained. 
Her  pulse  and  temperature  were  normal.  She  insisted  that  she 
felt  as  well  as  usual,  that  she  had  not  noticed  any  diminution  of 
strength  or  loss  of  appetite,  and  scouted  the  idea  that  there  was 
anything  in  her  case  except  the  nasal  difficulty.  She  admitted 
finally  that  maybe  she  was  a  little  tired  out,  but  said  that  she  had 
been  working  unusually  hard  in  school  for  the  last  eight  months. 
While  I  was  suspicious  that  possibly  some  constitutional  condition 
might  be  present,  I  could  not  find  any  symptom  that  justified  my 
suspicions. 

Her  complexion  seemed  to  me  to  be  a  little  sallow,  and 
whether  she  was  slightly  anemic  was  a  question  I  could  not  de- 
cide. The  patient's  own  belief  that  it  was  useless  to  consider 
anything  except  the  nasal  condition  also  assisted  in  quieting  my 
suspicions  that  there  was  a  possible  catarrhal  condition  of  the 
apex  of  one  or  both  lungs.  I  felt  certain  that  an  examination  of 
the  chest  would  be  looked  upon  as  unnecessary,  that  it  might 
needlessly  alarm  the  patient,  nor  could  I  detect  anything  in  the 
case  to  justify  a  suspicion  I  always  entertain  in  throat,  nose,  and 
ear  cases,  in  patients  over  ten  and  under  forty  years  of  age.  If  I 
had  not  waited  until  a  later  date  for  an  examination  of  the  chest, 
my  error  in  treating  the  case  might  have  been  avoided.  An  ex- 
amination of  the  upper  air  passages  revealed  in  the  nose  a  longi- 
tudinal deviation  of  the  septum  on  the  right  side  and  a  hyper- 
trophy of  the  left  lower  turbinated.  Having  concluded  I  had  a 
local  condition  only  to  deal  with,  the  hypertrophy  was  cauterized, 
the  patient  was  given  an  alkaline  wash,  and  directed  to  return  in 
three  days.  Upon  her  return  she  seemed  to  have  been  more  af- 
fected than  ordinarily  as  a  result  of  the  cauterization.  Her  pulse 
was  about  90,  and  her  temperature  100°  F.      While  it  is  not  at  all 
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unusual  to  observe  such  symptoms  after  any  intranasal  operation, 
in  my  experience  a  patient  with  an  apex  catarrh  is  much  more  apt 
to  present  such  symptoms  than  a  patient  in  whom  no  such  condi- 
tion exists.  Still  being  somewhat  suspicious  as  to  the  constitu- 
tional condition,  I  gave  the  patient  a  prescription  of  benzosol. 

Four  days  later  she  returned.  Her  temperature  and  pulse 
w^ere  normal,  and  she  seemed  as  well  as  at  her  first  visit.  These 
observations  deceived  me  more  completely  than  before.  The 
constitutional  treatment  was  discontinued  and  the  case  thereafter 
treated  from  the  local  standpoint  only. 

The  return  of  the  temperature  to'  the  normal  within  four  days 
can  be  explained  only  by  remembering  that  the  patient  had  a 
normal  temperature  before  any  local  interference.  She  had  a  ca- 
tarrhal process  at  the  left  apex  at  the  time  of  coming  under 
observation,  as  later  developments  proved,  but,  contrary  to  rule, 
she  had  no  fever.  As  a  rule,  in  spite  of  any  treatment,  the  slight 
elevation  of  the  evening  temperature  will  persist  for  weeks  in  such 
cases.  The  deviation  was  removed  from  the  right  side  of  the 
septum,  and  after  keeping  her  under  observation  for  about  five 
weeks — until  July  13,  1894 — she  was  discharged  as  cured. 

September  18,  1894,  two  months  after  being  discharged,  and 
three  months  from  the  time  she  first  came  under  observation,  she 
returned.  She  had  been  in  the  country  on  a  vacation.  She  had 
not  felt  well  for  a  number  of  weeks.  She  had  had  a  poor  appetite, 
had  been  nervous,  had  slept  badly,  had  lost  ten  pounds  of  flesh, 
was  sallow  and  anemic,  had  a  coated  tongue,  a  temperature  of 
101°  F.,  and  a  pulse  of  108"  in  the  morning.  An  examination  of 
her  chest  revealed  at  the  left  apex  slight  flattening  in  the  left 
subclavicular  region.  There  was  tenderness  on  percussion  in  the 
second  interspace  next  to  the  sternum,  no  change  in  pitch  on 
percussion.  Transference  of  heart  sounds,  cog-wheeled  breath- 
ing, and  slightly  shortened  inspiration  were  apparent  on  ausculta- 
tion.     The  following  diagnosis  was  made: 

A  well-marked  simple  catarrhal  process  at  the  left  apex,  or  a 
condition  of  disturbance  of  function  of  the  mucous  membranes  of 
the  body,  the  gastro-intestinal  being  in  the  majority  of  such  cases 
the  one  of  which  greatest  complaint  is  made — a  condition,  how- 
ever, in  which  some  one  or  all  of  the  physical  signs  found  in  the 
case  reported  may  be  detected  at  the  apices  of  the  lungs,  and  one 
which  is  of  much  greater  importance  than  a  simple  unassociated 
disturbance  of  the  gastro-intestinal  mucous  membrane,  for  which 
the  disease  called  apex  catarrh  is  often  mistaken. 
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My  belief  is  that  at  her  first  visit  to  me  in  June  the  patient 
had  a  slight  developing  catarrh  at  the  left  apex.  This  belief  is 
not  founded  upon  this  one  case.  Over  and  over  again  have  I  had 
a  similar  experience,  although  in  no  case  has  my  experience  been 
as  humiliating  as  in  this  one.  I  have  recently  discharged  a 
patient  after  four-months'  constitutional  treatment  whom  I  treated 
altogether  locally  for  the  first  four  weeks  she  was  under  my  care, 
and  I  realized  the  need  of  constitutional  treatment  in  the  case 
only  after  finding  marked  transference  of  the  heart  sounds  at  the 
left  apex.  These  experiences  have  not  occurred  to  me  because 
of  carelessness.  The  possibility  of  such  a  condition  is  considered 
in  the  case  of  every  patient  under  forty  years  of  age  and  over  ten, 

I  am  not  qualified  to  speak  as  to  the  occurrence  of  the  condi- 
tion mentioned  in  other  localities,  but  in  Cleveland  apex  catarrh 
— a  disturbance  of  the  functions  of  all  the  mucous  membranes  of 
the  body,  the  disordered  functions  of  the  gastro-intestinal  mucous 
membrane  often  being  the  one  of  which  the  patient  makes  most 
complaint,  but  a  condition  in  which  certain  definite  physical  signs 
at  one  or  both  apices  of  the  lungs  can  be  detected — is  of  very 
frequent  occurrence;  and  after  years  of  observation  and  large  op- 
portunity in  the  study  of  the  diseases  of  the  ear  and  upper  air 
passages,  I  believe  that  this  condition — call  it  what  you  will — is 
in  Cleveland  more  important  to  the  throat  specialists  than  all 
other  constitutional  conditions  combined.  The  question  arises 
as  to  whether  the  subsequent  ill  health  and  loss  of  flesh  were  not 
due  to  the  local  treatment.  It  is  most  natural  for  the  patient  to 
hold  this  opinion.  It  is  not  at  all  uncommon  for  patients  in  per- 
fect constitutional  condition  to  feel  depressed  for  a  short  time 
after  intranasal  treatment  and  even  to  lose  flesh,  but  they  quickly 
recuperate  and  take  no  such  course  as  the  one  reported. 

If  this  patient  had  presented  herself  to  a  general  practitioner 
instead  of  a  throat  specialist,  and  he,  knowing  nothing  of  the 
nasal  condition,  had  detected  the  condition  of  her  left  apex  and 
treated  her  constitutionally  with  as  much  success  as  attended  my 
efforts,  when  she  returned  to  the  city  in  September  what  would 
have  been  the  result  as  to  the  local  lesion?  She  probably  would 
have  been  relieved  so  much  that  the  local  lesion  would  have 
caused  no  more  trouble  than  had  been  experienced  when  she  was 
perfectly  well.  You  remember  she  had  had  no  trouble  with  her 
nose  until  within  a  few  months.  The  local  treatment  certainly 
did  no  harm,  for  constitutional  treatment  would  not  have  reme- 
died or  relieved  the  hypertrophy  of  the  mucous  membrane  of  the 
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left  lower  turbinated  or  a  deviation  of  the  septum;  but  the  over- 
looking of  the  constitutional  condition  was  an  error  indeed — such 
an  error  as  brings  specialism  into  merited  disrepute.  The  over- 
sight was  made  by  one  fully  alive  to  the  importance  of  looking 
beyond  the  local  lesion,  and  one  who  was  a  general  practitioner 
for  years. 

This  experience  has  simply  added  weight  to  an  opinion  long 
since  formed,  that  the  specialist  should  always  seek  an  explana- 
tion of  local  symptoms  in  a  patient's  constitutional  condition. 
It  may  not  always  be  easy  or  possible  to  decide  which  factor  is  the 
more  important  in  a  given  case.  The  necessity  of  studying  the 
patients  as  a  whole  is  understood  by  every  one.  The  general 
practitioner  errs  ordinarily  in  paying  too  little  attention  to  local 
conditions.  The  specialist,  on  the  other  hand,  errs  too  often  in 
paying  too  great  attention  to  local  conditions.  The  golden  mean 
is  the  position  all  are  striving  to  attain.  When  the  general  practi- 
tioner more  carefully  studies  the  importance  and  possible  influence 
of  local  conditions,  the  specialist  will  no  longer  complain  of  lack 
of  support  in  his  work;  and  when  the  specialist  more  carefully 
considers  the  possibilities  and  bearings  of  constitutional  condi- 
tions, he  will  command  more  respect  and  support  from  the  con- 
servative, sensible  general  practitioner. 

Little  may  have  been  proven  in  this  report.  It  is  necessarily 
fragmentary  because  of  the  length  of  time  already  occupied  in  the 
discussion  of  the  case.  I  know  no  way  of  absolutely  proving 
one's  opinion  in  a  medical  case.  The  experience  added  weight  to 
a  lesson  learned  often  before  and  often  since. 

While  the  opinion  expressed  in  the  report  may  be  such  as  is 
not  generally  held  by  the  profession,  it  is  certainly  worthy  of 
consideration,  for  I  am  positive  that  my  success  in  the  treat- 
ment of  the  ear  and  upper  air  passages  has  been  much  greater 
and  much  more  satisfactory  since  I  properly  appreciated  that 
which  was  the  key  to  the  situation  in  the  case  reported,  and  which 
I  have  called  apex  catarrh. 

April  13,  1896. 
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Ll.CERATIOX   OF  THE  NASAL  SEPTUM. 


BY  T.    C.    CHRISTY,   M.D. 


The  object  of  this  paper  is  to  present  before  the  fellows  of  this 
society  a  group  of  cases  in  which  the  lesion,  with  loss  of  substance, 
was  chiefl}^  located  on  the  mucous  membrane  of  the  septum  nasi. 
No  other  landmark  was  visible  excepting  in  one  of  the  series,  and 
in  all  the  integrity  of  the  septum  was  seriously  endangered.  Such 
lesions  ordinarily  are  not  encountered  in  the  early  stage  of  their 
development,  consequently  their  definite  causal  relations  and  the 
pathological  significance  are  the  factors  lacking. 

Patients  seek  advice  and  relief  under  conflicting  circumstances, 
when  it  is  uncertain  how  far  the  limit  of  the  inquiry  may  be  ex- 
tended. To  hesitate  or  delay  is  to  doubt  at  a  time  when  prompt 
action  is  necessary,  and  the  consultant  is  compelled  to  depend  on 
his  judgment  and  experience  to  prevent  a  serious  result  in  what  at 
first  may  appear  as  a  thing  of  feeble  importance. 

The  patients  in  this  series  first  dated  the  onset  of  their  trouble 
from — 

{a)   "Taking  cold,"  and  at  examination  had 

\b)  Obstruction  of  one  or  both  nostrils  to  free  respiration. 

ic)  Pain  over  the  superior  nasal  and  frontal  region  correspond- 
ing to  the  obstructed  naris. 

{d)  Generally,  abolition  of  the  sense  of  smell. 

{e)  Occasionally,  pain  in  the  eyes,  or  disturbance  of  vision. 

(/)   Pain  in  one  or  both  ears. 

Objective  Symptoms. — {a)  Nasal  intonation. 

{U)  Externally,  signs  of  acute  inflammatory  reaction  extending 
over  the  obstructed  naris,  or,  in  the  more  chronic  forms,  the  nose 
of  a  bluish  cast,  or  the  skin  thickened,  dry,  and  scaly. 

{c)  The  difficulty  often  extending  to  any  impossibility  of  in- 
specting the  parts,  owing  to  the  infiltration  of  tissues. 

{d)  The  ineffectual  influence  of  solution  of  cocain  for  inspec- 
tion purposes. 

{e)  The  pale,  sodden,  or  macerated  condition  of  the  tissues 
involved. 

(/)   Pain  on  swallowing. 

(^)  The  nature  and  appearance  of  the  nasal  discharge  a  clear, 
glairy  slime. 
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{/i)  Tendency  to  frequent  hemorrhage. 

{{)  The  marked  physical  depression  of  the  patient. 

Case  I. — August  30,  1887.  Referred  by  a  professional  friend. 
Married  woman,  thirty-six  years  of  age  ;  one  child  living  and 
healthy. 

Complains  of  deafness  in  her  right  ear,  pain  on  swallowing, 
obstruction  of  nostrils. 

Speaks  with  nasal  intonation.  Has  had  a  catarrhal  discharge 
from  the  nose  for  some  months,  but  no  great  inconvenience.  On 
July  3d  she  contracted  a  very  severe  cold  ;  three  weeks  later,  on 
her  return  from  Chautauqua  Lake,  she  felt  a  pain  in  her  throat 
which  has  been  continuous  and  increasing  ever  since.  Four  weeks 
after,  dysphagia  was  noted. 

On  examination  the  membrana  tympani  of  the  right  ear  was 
normal;  the  right  naris  anteriorly  was  completely  closed,  the  soft 
parts  being  infiltrated  and  thickened  ;  the  left  naris  lined  with  a 
thin  crust,  the  septal  parts  being  chiefly  involved.  There  was 
partial  paralysis  of  the  palatal  curtain,  more  marked  on  the  right 
side  than  on  the  left.  Uvula  reddened  and  swollen.  Rhinoscope 
posteriorly  revealed  an  ulceration  several  lines  in  extent  at  the 
junction^of  the  right  naris  with  the  vault  at  the  pharynx,  on  the 
margin  of  the  septum.  The  spot  was  covered  with  muco-pus,  and 
when  cleansed  the  edges  were  sharply  defined  ;  the  surrounding 
parts  highly  inflamed  ;  the  right  nostril  posteriorly  was  occluded, 
cocain,  four-per-cent.  solution,  having  no  astringent  influence 
upon  the^infiltration  of  the  swollen  tissue,  the  discharge  from  the 
nares  resembling  thin  barley  water. 

Incidentally  a  diagnosis  was  early  established  in  this  case,  and 
constitutional  remedies  with  appropriate  local  applications  im- 
proved the  special  senses  of  hearing  and  smelling  in  one  month's 
time.  At  the  end  of  three  months  the  lumen  of  the  nares  was 
fully  restored  and  the  ulcer  healed,  but  the  palate  remained  paretic. 
The  septal  mucous  membrane  was  thin  and  like  a  film,  eroded  in 
many  places,  and  required  careful  and  constant  care  to  prevent  its 
destruction. 

The  patient  finally  disappeared  before  being  completed  cured. 

Case  II  was  referred  to  me  by  the  same  professional  friend  in 
September,  1889.  A  married  woman,  about  thirty-two  years  of 
age.  Mother  of  one  child  about  eleven  years  of  age;  healthy. 
The  patient  was  accompanied  by  her  husband,  who  said  that  she 
had  always  been  healthy;  there  was  a  tendency  to  consumption  in 
her  mother's  family. 
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In  March  of  the  present  year  she  began  to  experience  great 
difficulty  of  breathing  through  the  nasal  passages,  previously  un- 
obstructed. She  had  been  under  constant  treatment,  both  local 
and  general,  during  this  period,  seven  months,  excepting  for  three 
weeks,  when  she  felt  better  :  still,  the  difficulty  of  breathing  in- 
creased instead  of  diminished;  the  last  topical  treatment  was  made 
three  days  previous  to  the  first  consultation;  the  line  of  treatment 
employed  was  not  known  to  the  patient. 

September  2jd. — The  external  appearance  of  the  nose  was  dry 
and  shiny,  owing  to  the  infiltration  of  the  subjacent  tissues;  there 
were  obstruction  of  the  nares,  nasal  voice,  suffusion  of  the  con- 
junctiva, pain  over  the  base  of  the  nose,  dull,  heavy  pain  referred 
to  the  right  ear  to-day  for  the  first  time,  with  loss  of  sense  of 
smell  and  appetite. 

Rhinoscopic  inspection,  anteriorly,  was  made  with  difficulty, 
owing  to  the  infiltration  of  the  tissues;  the  soft  parts  were  bathed 
in  a  thick  mucus,  pale  and  sodden  in  appearance;  the  septal  sur- 
face in  both  nares  was  thickened  from  the  normal,  appearing  as 
if  "gouged  out  "  in  spots,  or  as  if  "gnawed  out,"  similar  to  the 
ravages  of  mice  on  cheese  ;  over  all  covered  with  a  broken  film 
resembling  mica,  studded  with  easily  bleeding  granulations. 

From  the  anterior  angle  of  the  septum  of  the  right  naris  pro- 
jected a  fibrous  growth  of  the  size  of  a  split  pea  with  a  pedicle  ; 
at  the  junction  of  the  septal  cartilage  with  the  upper  angle  of  the 
vomer  was  a  bleeding  point,  while  the  parts  along  the  upper  margin 
of  the  septum  in  both  nares.  extending  to  the  superior  turbinate 
and  the  posterior  portions  of  the  nostril,  were  acutely  inflamed — 
quite  in  contrast  with  the  lower  and  anterior  portions  of  the  nares; 
the  condition  arising  presumably  from  the  reaction  caused  by 
irritants. 

Two  weeks  were  consumed  in  subduing  this  inflammatory  con- 
dition ;  the  obstruction  of  the  nostrils  and  pain  in  both  ears  were 
continuous. 

October  8th. — Respiration  through  the  right  naris  free;  the  little 
fibrous  growth  projecting  from  the  septum  had  nearly  disappeared; 
the  upper  septal  surface  was  less  reddened;  the  infiltrations  of  the 
surrounding  parts  decreasing,  the  frayed  or  scooped-out  aspect  of 
the  septum  disappearing;  some  pain  still  in  the  middle  ears;  each 
membrana  tympani  dull  and  lustreless.  Left  naris  narrow,  devious; 
the  parts  are  still  swollen.  Patient's  appetite  is  better.  To  cleanse 
the  parts,  alleviate  the  irritation,  and  advance  the  physical  con- 
dition of  the  patient  were  the  first  indications. 
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October  2 ist. — During  the  last  week  of  October  the  patient  had  a 
profuse  unprovoked  hemorrhage  from  the  right  surface  of  the  sep- 
tum, otherwise  the  parts  gradually  improved,  but  the  progress 
was  far  from  satisfactory;  the  obstruction  of  the  nares  was  inter- 
mittent and  the  general  discomfort  intensified,  even  when  the 
nares  were  open  during  moist  and  foggy  weather. 

Marc/i  jf/i. — There  seemed  to  be  indications  of  pelvic  inflam- 
mations ;  pain  in  the  back  of  the  neck  ;  weariness  on  exertion  ; 
nausea;  lumbar  and  ovarian  neuralgia,  and  the  patient  was  referred 
to  Dr.  Werder;  so  that  the  appearance  of  the  nasal  surfaces  and 
accompanying  symptoms  were  not  again  noted  until  March  21, 
1890. 

The  patient  had  been  in  bed  some  three  or  four  weeks  with  a 
marked  attack  of  influenza  ;  applications  of  galvanism  by  Dr. 
Werder  had  relieved  the  pelvic  irritation.  The  patient  was  better. 
the  respiration  free,  and  the  mucous  membrane  gradually  return- 
ing to  its  normal  condition.  It  is  proper  to  say  that  at  no  time 
during  the  duration  of  the  treatment  was  it  possible  to  establish 
constitutional  infection  as  a  primal  cause. 

A  preparation  of  hydriodic  acid  seemed  to  be  of  more  benefit 
that  any  remedy  as  yet  employed.  During  the  summer  vacation 
the  patient  was  seen  by  Dr.  Day,  a  fellow  of  this  society.  He 
informs  me  that  he  experienced  great  difficulty  in  inspecting  the 
nares  on  account  of  the  intumescence.  By  the  use  of  a  laminaria 
tent  he  discovered  an  excrescence  in  the  left  naris  projecting  from 
the  middle  of  the  lower  turbinate;  this  was  cauterized  with  a  dull- 
heat  electrode. 

September  12,  i8go. — The  right  naris  unobstructed  ;  the  right 
side  of  the  septum,  which  originally  was  the  worse,  now  healed. 
From  the  anterior  extremity  of  the  right  lower  turbinate  projected 
a  large  granulation,  which  was  cauterized  with  the  mitigated 
caustic  pencil.  In  the  left  naris  the  point  cauterized  six  weeks 
previously  was  not  healed;  and  directly  opposite,  on  the  septum, 
was  a  superficial  sluggish  ulcer,  several  lines  in  diameter,  which 
proved  obstinate — not  increasing  in  size,  biit  assuming  a  cup- 
shaped  appearance,  and  gradually  disappeared  under  the  local  use 
of  pure  carbolic  acid.  The  aspect  of  the  lower  turbinates  changed 
from  week  to  week,  granulations  appearing  at  different  points 
whenever  in  contact  with  the  septum;  these  were  cauterized  with 
the  galvano-cautery  light  applied,  or  pure  carbolic  acid. 

The  patient  did  not  tolerate  mercurials  and  did  badly  on  the 
iodids,  but  took   them   to   the   point   of   toleration,  only  in  small 
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doses.  Two  months  later,  January  24,  1891,  a  teat-like  growth, 
of  the  size  of  a  bean,  was  removed  with  a  cold-wire  snare  from  the 
posterior  third  of  the  left  lower  turbinate  ;  the  thickening  of  the 
entire  septum  is  diminishing,  the  cup-shaped  ulcer  not  yet  healed. 

The  nares  are  unobstructed  and  quite  clear. 

February  21st. — No  apparent  change  from  the  last  date. 

September  J,  i8gi. — The  patient  is  practically  cured  so  far  as 
local  appearances  indicate;  only  a  slight  film  collects  on  the  septal 
surfaces;  she  is  to  continue  iodids. 

During  a  period  of  three  years — an  enforced  cessation  from 
professional  work  on  account  of  ill  health — the  history  of  the  case, 
with  two  others  of  this  series,  was  interrupted  and  therefore  im- 
perfect. 

My  friend  Dr.  Day  was  consulted  in  March,  1894,  two  years 
and  six  months  after  the  last  observation.  In  his  note  the  follow- 
ing history  is  given:  "When  the  patient  consulted  me  on  March 
2ist,  I  found  the  following  condition:  At  a  point  about  half  an 
inch  above  the  left  central  incisor  was  the  opening  of  a  sinus  a 
fourth  of  an  inch  long  and  an  eighth  of  an  inch  wide,  leading  up- 
ward and  inward,  coming  out  on  the  floor  of  the  nostrils  at  a  point 
three  fourths  of  an  inch  from  the  entrance  under  the  septum, 
making  an  opening  between  the  two  nares.  The  two  central 
incisors  had  been  previously  removed  and  their  roots  were  dis- 
eased. I  had  the  left  incisor  also  extracted,  but  it  was  healthy. 
Operation  was  advised  and  performed  on  May  10,  1894.  The 
necrosed  tract  was  cleaned  out  with  the  drill  and  curette,  and 
then  packed  with  iodoform  gauze.  The  process  of  repair  was 
slow  and  tedious,  complete  healing  not  being  obtained  until  the 
following  October." 

Dr.  Joseph  Willetts,  a  fellow  of  this  society,  and  the  writer 
were  present  during  the  operation.  The  necrosed  cancellated 
tissue  between  the  floor  of  the  nostril  and  the  alveolar  processes 
of  the  submaxillary  bone  was  removed,  forming  quite  a  large 
sinus.  Incidentally  it  has  been  ascertained  that  the  child  of  the 
patient  has  been  under  treatment  for  interstitial  keratitis. 

Case  III.  September  jo,  iSgo. — I  received  the  following  note: 
"I  wish  you  would  examine  Mrs.  McC.'s  nose  and  give  me  your 
opinion.  The  trouble  began  nine  months  ago  just  as  you  see  it. 
For  two  weeks  she  has  complained  of  the  ulcer  at  the  entrance. 
It  seems  to  be  raising  or  filling  up  the  nostril.  I  have  seen  the 
case  occasionally  within  the  last  six  weeks." 

Examination. — Right   nostril   closed  ;   the  external   surface  of 
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the  right  side  of  the  nose  extending  to  the  eye  was  red,  glistening, 
and  very  painful  to  the  touch.  Anterior  rhinoscopy  was  made 
with  difificulty  on  account  of  the  swollen  condition  of  the  soft 
parts.  The  infection  was  communicated  from  an  ulcer  on  the 
middle  part  of  the  septum  to  the  outer  wall  of  the  naris,  causing 
an  extensive  loss  of  mucous  membrane  extending  down  to  the  en- 
trance of  the  naris.  The  infiltration  very  marked  and  dense; 
deviation  of  septum  to  the  left.  The  ulcerated  surface  was  touched 
lightly  with  a  solution  of  nitrate  of  silver,  and  the  parts  were 
dressed  with  cotton  tampons  sufficient  to  protect  the  adjacent 
surfaces. 

The  history  was  not  definite  ;  nasal  catarrh  of  some  months' 
standing,  with  the  appearance  of  the  ulcer,  as  described.  The 
gentleman  who  referred  this  case  to  me  is  a  man  of  wide  experi- 
ence, a  most  excellent  clinical  observer,  and  of  good  judgment. 
He  was  quite  loath  to  accept  my  opinion  as  to  the  cause,  that  of 
a  probable  specific  origin,  from  the  fact  that  the  patient  and  family 
had  been  under  his  care  for  a  number  of  years.  No  trace  of  con- 
stitutional affection  had  been  discovered  by  him.  Two  days  later 
the  patient  returned  and  placed  herself  under  my  charge  ;  her 
physician  had  given  her  a  lotion  of  chlorid  of  ammonium  with  a 
sixteenth  of  a  grain  of  bichlorid  of  mercury  internally,  which  was 
subsequently  changed  for  convenience'  sake  to  red  iodid  in  the 
same  dose. 

Two  weeks  after  the  first  examination  a  small  flake  of  osseous 
material — a  slight  exfoliation — was  removed  from  the  left  nostril, 
the  right  being  the  one  involved,  but  I  was  unable  to  discover  the 
source,  no  lesion  or  ulcer  being  visible. 

The  patient  improved  slowly,  with  the  exception  of  an  attack 
of  nasopharyngitis  at  the  end  of  the  first  month,  caused  by  an 
ulcer  in  the  anterior  portion  of  the  vault  of  the  mouth — oral  surface. 

The  patient  did  badly  under  mercurials  and  was  obliged  to 
suspend  them;  but  when  a  cup-shaped  ulcer  developed  on  the  left 
side  of  the  septum,  which  threatened  perforation,  a  resort  to  the 
"mixed  treatment  "  with  cauterization  of  the  diseased  tissue  with 
nitrate  of  silver  prevented  perforation,  though  the  constitutional 
remedies  were  not  at  all  well  tolerated. 

At  the  end  of  four  months,  January  26,  1891,  the  local  ap- 
pearances were  improved,  the  loss  of  substance  restored,  the 
pharyngeal  surfaces  alone  being  dry  and  uncomfortable;  taking 
one  dose  daily  of  five  grains  of  iodid  of  potassium  with  a  thirty- 
second  of  a  grain  of  bichlorid. 
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On  March  nth  she  returned,  complaining  of  pain  at  the  junc- 
tion of  the  thyroid  and  cricoid  cartilages.  The  laryngoscope 
shows  some  infiltration  about  the  arytenoids  and  subglottic  space; 
no  involvement  of  cords  or  vocal  bands.  Appropriate  treatment 
with  insufflation  of  finely  pulverized  nitrate  of  silver  caused  the 
pain  and  discomfort  of  the  larynx  to  disappear.  The  case  pro- 
gressed favorably,  and  at  the  end  of  the  year  the  patient  was  cured 
— one  year  and  nine  months  from  inception. 

Case  IV. — Patient  married;  two  children;  about  thirty-five 
years  of  age;  in  ordinary  good  health  until  August  i,  1891,  when 
she  contracted  a  severe  cold,  which  confined  itself  to  the  nasal 
passages,  resulting  in  inability  to  breathe  through  the  nose,  with 
loss  of  sense  of  smell  and  trouble  with  vision.  She  consulted  an 
oculist  who,  finding  no  eye  lesion,  referred  her  to  me. 

Status  Praesens,  October  14,  iSgi. — Obstruction  to  nasal  respi- 
ration; nasal  intonation  of  voice;  loss  of  sense  of  smell.  Externally 
the  nose  looks  elongated  ;  no  inflammation  ;  dry  and  scaly,  with 
some  roughness  of  the  face. 

The  mucous  lining  is  so  swollen  and  infiltrated  that  it  is  im- 
possible to  examine  the  parts.  The  patient  lives  on  the  bank  of 
a  large  river,  the  fogs  from  which  increase  her  sufferings. 

Palliative  treatment  for  one  week  was  useless:  the  left  middle 
turbinate  was  pressing  on  the  septum  so  as  to  cause  neuralgia  over 
the  left  eye.  As  soon  as  pain  «-as  controlled,  five  grains  of  iodid 
of  potassium,  with  a  tablet  composed  of  a  thirty-second  of  a  grain 
of  corrosive  sublimate  with  an  eighth  of  a  grain  of  ipecac  relieved 
the  nasal  obstruction  so  promptly  that  this  prescription  was  con- 
tinued. The  symptoms  gradually  disappeared.  No  lesion  of  the 
mucous  membrane  was  noted.  The  patient  subsequently  gave  the 
history  of  a  hip-and-knee  trouble  which  followed  a  confinement, 
compelling  her  to  keep  her  bed  for  several  months;  she  was  other- 
wise healthy;  no  cause  was  assigned. 

While  no  ulcer  could  be  detected,  even  after  the  infiltration 
had  passed  away,  the  prompt  relief  of  the  trouble  points  to  a  prob- 
able infection. 

Case  V. — A  clerk,  about  thirty  years  of  age. 

June  2g,  18^4. — Comes  for  nasal  trouble ;  both  nares  obstructed 
completely;  pain  on  pressure  over  the  left  ala  nasi  extending  to 
superior  nasal  region,  of  one  month's  duration,  with  pressure 
neuralgia  over  the  left  eye. 

He  had  rheumatism  when  quite  young,  but  has  never  had  any 
nasal  trouble  previously.     He   has   no  cough  at  present;  there  is 


146  American  Laryngological,  Rhinological,  and  Otological  Society. 

loss  of  sense  of  smell  and  taste.  Ever  since  the  third  week  in 
May  he  has  been  suffering  from  rheumatic  pains,  referred  to  the 
left  leg  (below  the  knee)  and  ankle. 

Status  Fraesens. — No  dullness  of  hearing;  nasal  intonation;  no 
pain,  except  on  pressure.  Anterior  rhinoscopy  reveals  occlusion 
of  the  nares,  the  parts  bathed  in  a  clear,  tenacious  mucus;  marked 
left  deviation  of  the  septum,  with  extended  ulceration  of  the  sep- 
tum and  adjacent  soft  parts;  on  touch,  free  hemorrhage. 

June  30th. — The  following  day  a  better  view  of  the  parts  was 
obtained;  the  lesion  of  the  left  side  of  the  septum  extending  to 
the  right  side  of  the  septum  posteriorly,  evidently  of  a  specific 
nature.  Admits  a  specific  infection  in  1891  for  which  he  had 
treatment. 

The  patient  is  under  the  professional  care  of  a  homeoepathic 
practitioner,  and  is  taking  extract  of  yellow  pine  for  rheumatism, 
as  his  physician  avers  he  has  no  specific  taint  remaining. 

Examination  of  the  left  leg  shows  a  large  node  just  below  the 
tuberosity  of  the  tibia  which  is  painful,  but  with  no  inflammatory 
action.  Cleanliness,  with  appropriate  applications,  to  which 
mixed  treatment  was  added,  relieved  this  case,  and  started  him 
toward  recovery.  In  two  weeks  he  disappeared,  as  his  approach- 
ing marriage  was  positively  forbidden,  and  the  outcome  of  the  case 
is  not  known. 

The  cases  detailed  above  are  similar  in  many  respects. 
{a)   Four  in  married  women,  all  between  thirty  and  forty  years 
of  age. 

(h)  In  the  majority  of  cases  the  lesion  had  its  origin  on  the 
septum,  and  was  communicated  to  the  adjacent  soft  parts  by  con- 
tact with  the  swollen  tissues. 

(c)  The  evidence  of  specific  infection  was  positive  in  one  in- 
stance only. 

{d)  In  one  case  there  was  inflammation  of  the  septal  cartilage 
with  necrosis  of  the  alveoli  of  the  central  incisors,  resulting  in  a 
sinus  communicating  with  both  nares. 

{e)  No  appearance  of  infection  outside  of  the  nares,  except  in 
one  case;  acute  inflammation  of  the  larynx  with  threatening  peri- 
ostitis of  the  hard  palate. 

(/)  In  no  case  was  there  destruction  of  the  hard  palate,  as  so 
frequently  occurs  when  the  septum  nasi  is  involved. 

{g)  Marked    mental    and    physical    depression    with    lowered    ' 
vitality  in  two  cases,  in  which   the  constitutional   remedies,  even 
in  small  doses,  were  indifferently  tolerated. 
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(//)  The  galvano-cautery  not  an  available  agent  in  lesions  of 
this  variety. 

It  is  unnecessary  before  this  society  of  accomplished  surgeons 
to  enumerate  the  points  of  difference  of  the  three  important  in- 
fectious diseases  so  apt  to  cause  loss  of  substance  in  the  mucous 
membrane  of  the  underlying  tissues  as  well  as  in  the  bony  skeleton. 
Tuberculous  ulcers,  as  a  rule,  are  the  product  of  a  secondary  de- 
posit, slow  in  development  and  painless.  The  ulcer  of  malignant 
infection  is  closely  associated  with  the  primary  deposit,  usually 
very  painful,  and  may  have  an  inflammatory  appearance. 

Luetic  ulcers  do  not  invariably  bear  the  typical  impress,  and 
in  the  absence  of  positive  corroborative  evidence  may  destroy  valu- 
able tissues  before  their  true  nature  is  recognized. 

It  is  not  intended  to  enlarge  on  the  gravity  of  these  cases,  but 
to  recall  the  vulnerability  of  the  septum  nasi  to  the  pernicious  in- 
fluence of  the  acute  infections  and  chronic  infectious  diseases; 
and  further,  in  a  lesser  degree,  that  of  abrasions  of  the  delicate 
epithelium  on  the  septum  in  the  young  that  are  feebly  nourished; 
the  abrasions  and  erosions  present  on  the  septum  in  those  of  ad- 
vanced years  due  to  atrophy  and  exsiccation  of  the  membrane  ; 
and,  finally,  the  effect  of  the  dry  and  rarefied  atmosphere  of  the 
higher  altitudes  on  the  septal  mucous  membrane. 

Observations  made  on  patients  coming  from  old  Mexico,  Utah, 
and  surrounding  States,  lead  to  the  conclusion  that  prolonged 
residence  in  higher  altitudes  in  some  instances  is  pernicious  to  the 
delicate  mucous  covering  of  the  septum  nasi. 

DISCUSSION. 

Dr.  Levy  said  that  he  must  take  exception  to  the  statement 
that  prolonged  residence  in  high  altitudes  was  pernicious  to  the 
nasal  mucous  membrane.  In  an  experience  of  twelve  years  in  a 
region  situated  over  one  mile  above  the  level  of  the  sea,  drying, 
crusting  and  annoying  nasal  symptoms  had  been  observed  most 
often  among  those  who  had  recently  arrived.  After  a  time  nature 
met  the  demand  for  rapid  evaporation  of  water  at  such  high  alti- 
tudes, but  at  first  these  individuals  usually  suffered  from  dryness 
and  excoriation  from  picking  the  dried  secretions. 

Dr.  Arthur  G.  Root  (Albany)  said  that  he  knew  of  no  dis- 
ease which  was  so  amenable  to  treatment  as  specific  disease, 
whether  in  the  nose  or  in  any  other  part  of  the  body.  He  was 
firmly  convinced  that  many  physicians  were  disappointed  with  the 
results  of  their  antispecific  treatment  because  they  expected  mar- 


148  American  Laryngo logical,  Rhinological,  and  Otological  Society. 

velous  benefit  from  simply  giving  of  these  remedies,  without  ta- 
king into  account  the  general  condition  of  the  patient  and  what 
could  be  obtained  by  careful  hygiene  and  good  nourishment. 
Some  of  these  patients  would  be  better  for  a  time  if  the  anti- 
specific  remedies  were  suspended,  and  reliance  placed  entirely  in 
hygiene  and  diet. 

Dr.  Snow  said  that  in  these  cases  of  tertiary  syphilis  much  of 
the  trouble  in  managing  the  case  was  due  to  insisting  upon  the  use 
of  mercurials,  instead  of  trusting  entirely  to  the  iodid  of  potas- 
sium. He  stated  that  he  had  yet  to  see  a  case  of  ulceration  due  to 
the  latter  stages  of  syphilis  that  could  not  be  controlled  by  iodid  of 
potassium,  pushed  to  the  point  of  intolerance.  In  cases  of  ulcer- 
ation of  the  septum,  not  due  to  syphilis,  he  found  that  careful 
applications  of  deliquesced  chromic  acid  acted  admirably. 

Dr.  Holt  said  that  he  desired  to  heartily  endorse  what  had 
been  said  by  Dr.  Root,  about  the  hygienic  treatment  of  syphilitics. 
In  many  cases  he  had  got  better  results  from  iodid  of  sodium  than 
from  the  iodid  of  potassium,  the  former  being  better  tolerated  by 
the  stomach. 

Dr.  W.  B.  Johnson  (Paterson,  N.  J.)  thought  it  was  some- 
what dangerous  to  undertake  to  feed  up  a  syphilitic  patient,  and 
suspend  medication  while  the  disease  was  actively  engaged  in 
dragging  him  down.  He  was  positive  that  the  combination  of 
iodid  of  potassium  and  mercury  often  acted  better  than  iodid 
alone. 

Dr.  Makuen  said  that  in  the  past  year  he  had  two  such  cases, 
in  which  the  diagnosis  had  been  rather  difficult.  The  first  was  a 
young  woman  in  whom  there  was  no  suspicion  of  syphilis.  A 
pathologist  reported  that  the  case  was  one  of  round-cell  sarcoma, 
but  the  operation  being  unavoidably  delayed,  the  patient  was  put 
on  antisyphilitic  treatment,  and  was  speedily  cured.  In  another 
case — that  of  a  man  who  denied  syphilis — he  was  still  in  doubt, 
but  was  trying  antispecific  remedies. 

Dr.  Levy  said  that  he  was  reminded  of  a  case  in  which  two 
microscopists  had  independently  examined  the  case,  and  had  re- 
ported it  to  be  one  of  round-cell  sarcoma.  This  patient  had  had 
many  of  the  symptoms  of  a  malignant  growth,  yet  she  was  speed- 
ily cured  by  antisyphilitic  treatment. 

Dr.  Christy,  in  closing  the  discussion,  said  that  the  object  of 
his  paper  was  to  emphasize  the  importance  of  preserving  in  every 
way  possible  the  integrity  of  the  mucous  membrane  of  the  nose  in 
all  cases,  whether  surgical  or  non-surgical. 
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■•c'Noyes,  J.I Providence 

y-O'Dy wer,  Joseph New  York     ^    4i 

Onodi,  A Budapest 

J' =:-  Phillips,  Wendell  C New  York      -      — . 

Politzer,  A Vienna 

^       Pooley,  Thomas  R New  York     »       6 

Powell,  Stephen  C Newport  6 

^'Quinlan,  F.  J New  York     «   C 

S^-^^  Ray.  J.  M Louisville,  Ky. 

C   r—  Renner,  W.  Scott Buffalo 

vT    Reuling,  George Baltimore 

^  ^Richards,  G.  A New  York      '        ^ 

S-5»— Richardson,  Chas.  W Washington,  D.  C. 

k-f      Roe,  John  O Rochester,  N.  Y. 

S       Roosa,  D.  B.  St.  John New  York  ^ 

''—Root,  Arthur  G Albany 

Y-^^  Roy,  C.  Dunbar Atlanta 

4      Schadle,  J.  E' St.  Paul,  Minn. 

>   Scheppegrell,  William New  Orleans 

jTSeiss.  Ralph  W Philadelphia 

i    Seller,  Carl Philadelphia 

rJ^Sheppard,J.E pi -f  Tf  l^-" 

^.5^-- Smith,  S.  Mac  Cuen Philadelphia 

^  Smith,  W.  Harvey Winnipeg 

Smyly,  Sir  Philip Dubhn 

O     Sno%v,  Sargent  K Syracuse,  N.  Y. 

S  Solly,  S.  E Colorado  Springs,  Col. 

Straight,  Howard  S Cleveland 

;>'-.   Stucky,  J.  A Lexington,  Ky 

Taylor,  Geo.  A .^ New  York  O 

■>  ^^Thigpen,  C.  A . /!\  .  .^ Montgomery 

'-i**  Thompson.  John  A *^  incinnati 

^"     Thorner,  Max Cincinnati 

Thrasher,  A.  B Cincinnati 

Ward,  M.  R Pittsburg 

'*' Wagner,  Henry  L San  Francisco 

Whistler.  W.  McNeill ^ London 

i'>— White,  Joseph  A ^ Richmond 

WiUetts,  Joseph  E Pittsburg 

_; Wilson,  Norton  L hlizabeth,  N.  J. 

Vf\Vinslow,  John  R Baltimore 

Woakes.  Edward London 

Wolfenden,  R.  Norris London 
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